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1. Professional Dossier
i) Curriculum Vitae.
ii) Clinical Review:
Title: Multi-Modal Psychotherapy with an Aggressive Alcoholic Patient 
Rationale:
When 1 began treating forensic patients, it rapidly became apparent that 
my usual ways of working were insufficient in adequately engaging them or 
enabling them to achieve a desired level of change. 1 wished to write up this case 
as a contribution to the growing literature on forensic psychotherapy, and as an 
encouragement to others to continue to struggle with, and find effective ways to 
work in this complex field.
Aims:
The main aim of this paper is to demonstrate my approach to, and understanding 
of, the complex treatment needs of forensic, personality disordered patients. In 
particular, to describe the use of cognitive-behavioural psychotherapy under­
pinned by a working knowledge of psycho-dynamic thinking. Writing up this case 
enabled me to reflect on my clinical practice as well as explore some of the 
dynamics operating within the therapeutic relationship.
IV
2. Academic Dossier
i) The Classification of Personality Disorders: Ways out of the Confusion. 
Rationale:
My current work is entirely involved with personality disordered patients. While 
diagnostic labels are frequently used in this area of work, I remain unconvinced of 
their usefulness. In undertaking this review, I wished to gain a more 
comprehensive understanding of the rationale for the current classification 
systems in order to clarify my views on their utility and integrity.
Aim:
The aim of this review was to examine the reliability and validity of the DSM IV 
classification system for personality disorders. Also to explore whether alternative 
approaches exist which could potentially provide a more satisfactory solution, 
both academically and clinically.
ii) Child Sexual Abuse: Effects and Resilience Factors.
Rationale:
The literature on child sexual abuse has grown exponentially in recent years, 
much of it focussing solely on the damaging effects found in clinical populations. 
However, my work with victims of childhood abuse has made me curious about 
resilience factors, which mediate the long-term negative impact of abuse. In 
particular, I have wondered whether a greater understanding of such factors could 
lead to the development of more effective treatments.
Aims:
This review aims to summarize current literature on the impact of child sexual 
abuse on its victims. In particular, it will examine individual differences in light 
of the growing literature on resilience factors.
3 Research Dossier
Title: Clinical Psychologists Experience of Violence at Work.
Supervisors: Initially Claire Twigger-Ross. From May 1998 Lorraine Nanke.
Rationale:
The data on which this research is based was collected when I was a member of a 
three-person working party set up by the Service Development Sub-Committee of 
the Division of Clinical Psychology. The other members were Rachel Perkins and 
Herby Pillay. The working party was established in response to a near-fatal attack 
on a black clinical psychologist in the course of her work. The data collected 
deserved greater investigation than was possible during the life of the working 
party. In particular, I wished to pursue a wider more rigorous analysis of the 
data , and a more detailed literature review in order to prepare the work for 
publication. As a member of the working party, I was closely involved in all 
stages of the work, in particular, in initially designing draft survey instruments, 
organising their distribution and preparing draft guidelines for the profession. 
Other members commented on and proposed changes to these drafts, and Rachel 
Perkins carried out the original data analysis.
My work for this dossier has involved a much broader review of the literature, as 
well as carrying out a total re-analysis of the data, incorporating a wider 
perspective. In particular, qualitative analysis of the incident questionnaires has 
been undertaken. This has involved me in learning about qualitative techniques, 
their appropriateness, validity and utility. This work has also given me 
experience of carrying out a national survey.
My MSc. dissertation involved a statistical analysis of the reliability, validity and 
internal consistency of a measure I developed of the severity of drinking 
problems. Guttman scaling, item analysis and factor analysis were used. My 
current research demonstrates a quite different approach, illustrating a piece of 
service-related work designed to inform the profession about the extent and nature 
of violence psychologists experience at work, and highlighting some of the risk 
factors encountered. Also to explore the personal repercussions of being a victim 
of violence and identify the need for policies and procedures to address this 
problem.
Aim:
The aim of the research was to examine the nature and extent of violence 
experienced by clinical psychologists in the work place, in order to develop 
guidelines for the profession on the prevention and management of violence at 
work. Research questions also addressed possible risk factors, including whether 
policies, procedures and training aimed at reducing the risk existed. Additionally, 
the research explored how psychologists, and their work places, experience and 
respond to aggressive incidents.
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in cognitive-behavioural therapy was received from Dr John Cobb.
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Departments Committee. I was secretary of the South West Thames branch of the 
Division of Clinical Psychology from 1977 to 1979 and a member of the Wandsworth 
Alcohol Interest Group. I was also very involved in the training committee for the 
Diploma in Human Sexuality, St George's Hospital Medical School. This involved 
devising the curriculum for the course, teaching and supervising students.
PREVIOUS POST
In my next post, I set up and directed the psychology input to the Forensic Psychiatry 
Department. I also provided support and co-ordination of the psychology input to 
forensic patients throughout the region, by establishing a Special Interest Group as 
well as a group for psychologists working in Close Supervision Units.
The clinical work was very varied and demanding calling on a wide range of skills 
and theoretical approaches. The department developed a specialist out-patient service 
including the treatment of patients with personality disorders. Regular psychotherapy 
supervision was provided by Dr P. L. G. Gallwey.
I also gained considerable experience of preparing and defending court reports. These 
primarily addressed child care issues, compensation claims and suggestibility.
I was a member of the Forensic Psychiatry Management Team (FPMT) which 
involved both strategic and operational planning and development of the service.
This involved liaison with regional officers and staff at the Department of Health, as 
well as the preparation of planning documents, operational policies and service 
specifications. I have prepared several papers on service issues including an 
operational policy for a peripatetic out-patient service and a document specifying 
criteria for admission to services at different security levels. As part of my 
management duties I also carried out a multi-agency regional survey of needs for out­
patient services for mentally disordered offenders.
CURRENT POST
Since October 1995 I have been part of a three person team (0.4 wte Psychotherapist 
plus 2 wte Clinical Psychologists) setting up a new and innovative Outreach Service 
for people with a severe personality disorder. This has involved the preparation of a 
service specification, a successful bid for an audit psychologist funded for two and a 
half years and planning a new extended service to cover the South East of England. 
This expanded service should be operational by May 1999 and will employ seven 
clinical staff.
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I was involved in devising the forensic input to the MSc Clinical Psychology Course 
at Surrey University and have taught on that and the more recent Psych D course in a 
number of areas. I also teach on the Doctoral programme at the Salomons Centre. 
There was a very active academic programme within the Department of Forensic 
Psychiatry to which I regularly contributed. I have presented workshops, both within 
the region and elsewhere, primarily on working with sex offenders, developing 
courtroom skills and the prevention and management of violence. I was also part of a 
three-person clinical panel of experienced therapists at a national conference 
discussing psychotherapeutic approaches to a difficult clinical case. Recent national 
conference presentations have been on personality disorder and on self-harm.
RESEARCH
My research activities have included a major study on serial rapists, funded by the 
Home Office, carried out with Derek Perkins, Director of Psychology, Broadmoor 
Hospital. As part of a small working party I planned and carried out a national 
sample survey of psychologists' experience of violence at work. My research has also 
included a multi-agency survey to assess the need for out-patient services for mentally 
disordered offenders and an experimental study of suggestibility with Gisli 
Gudjonsson, Head of Forensic Psychology, Institute of Psychiatry.
I am currently registered for a clinical doctorate at the University of Surrey.
WIDER PROFESSIONAL ROLE
1989 Preparation of a paper on "Professional and Development Reviews", the 
recommendations of which were implemented by the Wandsworth District 
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Clinical Psychologists", for the national RSU Psychologists Group. These 
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relating to the "Prevention and Management of Violence at Work". This 
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the preparation of guidelines which have subsequently been published.
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1996/98
Member of an advisory group of the Bridge Child Development Project to 
provide a strategy and schedule for social workers to improve the 
identification of dangerous carers.
1997/98
Member of the Community Supervision Liaison Group of the South West 
London Probation Service.
1998 I attended meetings of the HAS to discuss issues relating to the recent 
Ashworth Inquiry. I was also approached by HAS 2000 in relation to 
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the Clinical Practice Guidelines on the “Management of Imminent Violence” 
prior to publication by the Royal College of Psychiatrists.
In addition, I am speciality adviser and national assessor for Grade B, Forensic 
Psychology posts.
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Multi-Modal Psychotherapy with an
Aggressive Alcoholic Patient
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Introduction
This case study describes 6 years of once weekly therapy with a patient referred for 
treatment of alcohol abuse and aggression. Therapy involved the use of cognitive- 
behavioural techniques, underpinned by a working knowledge of psychodynamic 
theory, especially that relating to object relations (Klein, 1955), borderline personality 
organisation ( Kemberg, 1984), and transference and countertransference phenomena 
( Freud, 1910,1912;Temple, 1996). The process of therapy and aspects of the 
therapeutic relationship are discussed, as are the theoretical bases for utilising a mixed 
approach.
Presenting Problems: 
a) Alcohol and Aggression
Mr A was referred to the forensic psychiatry service in his early thirties with a 
fourteen-year history of binge drinking, social anxieties and aggression. A 
score of 109 on The Hilton Questionnaire (Hilton, 1981), confirmed his severe 
dependence on alcohol, manifest by morning shakes leading to relief drinking, 
frequent blackouts and a loss of control over the amount he drank. He enjoyed 
the effects of alcohol because it made him feel omnipotent and in control, and 
gave him a sense of excitement and fearlessness which disinhibited him and 
encouraged him to act out aggressive, revengeful and envious feelings towards 
others by provoking and attacking them. He would further act out his 
aggressive and omnipotent impulses by driving whilst drunk, occasionally 
deliberately driving other cars off the road. He talked about enjoying a sense of 
danger and recounted fantasies of doing dramatic things, including robbing 
banks. Particularly worrying were his fantasies about raping women, which 
he acted on to the extent of following women, enjoying noticing signs that they 
were becoming anxious. He felt a great sense of excitement at “living on the 
edge” and identified with the central character in Malcolm Lowry’s “Under the 
Volcano” (Lowry, 1962). This book describes the chaotic final days of a man 
“drowning himself in liquor and mescal, while his ex-wife and half brother 
look on, powerless to help him”.
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b) Relationships and Social Anxiety
Mr A described a great deal of anxiety and insecurity about heterosocial and 
sexual relationships. Following social interactions he would become 
obsessively preoccupied with fears that he had said or done something which 
would lead others to ridicule him. He viewed women as depriving, sadistic and 
untrustworthy. He also felt misused and manipulated by the men in his life. 
His lack of assertiveness in both work and social relationships led to situations 
in which he felt that others abused him and did not consider his needs, leading 
to retaliatory fantasies and impulses towards them. For instance, in work 
relationships he would undercharge for his work, and allow others to push him 
into accepting impossible deadlines. He believed himself to be innately 
unattractive to others, leading them to despise and reject him, and felt that the 
only way he could get what he wanted was to grab it. His behaviour towards 
others regularly triggered responses which reinforced his negative beliefs and 
expectations, which were extremely rigid and uncompromising.
Relevant Background History
Mr A was the second bom of three children brought up in a white middle class family 
in Asia, where his father was a civil servant. His father was described as strict, cold 
and unavailable, and my patient felt that he could never please him. Mr A was 
expected to have a stoical ability to cope with difficulties in life, any sign of weakness 
or vulnerability being unacceptable. His mother was an alcoholic and described as 
sadistic and aggressive when dmnk, being contemptuous, constantly critical and 
undermining of others. Her distressing tirades against family members were common. 
There was no acknowledging or facing of the mother’s alcoholism within the family.
From the age of seven, Mr A was sent to a strict and repressive boarding school which 
was some distance away, severely limiting the extent to which he could maintain 
contact with home. He felt that his parents made little effort to keep in touch with 
him, rarely writing or visiting, which deepened his sense that there was no-one
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available to care for him. There was a great deal of bullying and teasing at school, 
and the only positive relationship he experienced whilst growing up was with his 
grandmother who sometimes cared for him during school holidays. Mr A’s sense of 
alienation and of being different from others intensified when, at the age of nine, he 
was brutally sexually abused by other boys at the school. He told no-one about this 
abuse and experienced extreme distress and anger when recalling it. Mr A 
increasingly isolated himself from his peers, believing that others were rejecting him, 
although his account provided no evidence that this was so.
Despite these difficulties, Mr A did well at school, though he dropped out of college 
after a year, primarily because of increasingly drinking alcohol to cope with social 
anxiety. At the age of 28 he married, because of “wanting someone to look after me”. 
He continued to drink heavily, which led to increasing problems, including aggression 
to his wife. His life became increasingly chaotic and disordered. He was often picked 
up by the police for being drunk and disorderly and for criminal damage. At the age of 
30 he was charged with grievous bodily harm (GBH) and imprisoned for three 
months. When first referred he had been registered as unemployed for many years.
After his release from prison he attended an alcohol treatment centre run by ex­
alcoholics which uses a variety of techniques including those based on gestalt and 
transactional analysis. This enabled him to remain dry for six weeks, but he left 
treatment because of his anxiety in groups, and a pattern of binge drinking was re­
established. He was referred to me at the age of 32. He sought treatment because he 
was frightened of what he might do when drunk and did not want to spend his life in 
prison. He also knew that his behaviour was threatening his marriage and did not 
want to lose his wife.
Formulation
Diagnostically, Mr. A would be seen as having a personality disorder with 
predominantly borderline and anti-social features. These included an unstable mood, 
paranoid ideation, impulsive behaviour, inappropriate intense anger and chronic 
feelings of emptiness. The few relationships he had were destructive and/or abusive.
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and he felt profoundly unacceptable to and rejected by others, of whom he was, in 
turn, contemptuous.
It was clear from his history that Mr A’s emotional needs were ignored and denied 
during his formative years. It is only possible to speculate about the quality of his 
very early parenting, but, although Mr A believed that his difficulties arose from 
around the age of nine years, his primitive rage suggests a fundamental failure of 
parenting. While Mr A does not believe that he was ever physically abused by his 
mother, his account suggested severe emotional abuse. Nothing in his father’s 
personality suggests an ability to ameliorate the effects of his wife’s deficient 
mothering. In fact the history suggests that he was particularly stern and demanding 
of his sons.
The enforced separation from his parents at the age of seven, and their failure to 
regularly contact him or attend important school functions, resulted in a sense of 
rejection and abandonment that remained unresolved. His experience of sexual abuse 
is likely to have intensified his sense of vulnerability and powerlessness against 
persecutory attacking forces (Ryan, 1989). It would also have reinforced his belief 
that others are untrustworthy and increased his sense of isolation, unacceptability and 
alienation. In common with other borderline patients he was excessively sensitive to 
the behaviour of others and felt things very keenly. Just as his own needs had been 
ignored, in adulthood, he depersonalised others, treating them as objects whose role 
was to gratify his needs.
His experience of men during his formative years was that they were critical, demand 
the impossible and are unavailable both physically and emotionally. The women in 
his life were denying, attacking, unpredictable and either abusive or abused. As a 
result of his sister’s experience as well as his own abuse, sex became something very 
frightening and dangerous. These negative formative experiences resulted in beliefs 
and expectations about others, which fuelled envy, a sense of entitlement and an urge 
to seek revenge through aggression and theft.
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Alcohol enabled Mr. A to rediscover and express a powerful emotional life as well as 
facilitating an acting out of his rage against the world. It made him feel as if nothing 
and no-one could prevent him from doing exactly as he wished, so that he was now 
the controlling aggressor and not the vulnerable victim. However, it also exposed him 
to others’ aggression and reinforced his sense of unacceptability. Furthermore, it 
prevented him from using his talents, and thereby developing confidence and self 
esteem. It also intensified his sense of being a victim in life.
In psychoanalytic terms, he could be said to fit with the concept of “borderline 
personality organisation”. Kemberg (1975) felt that the cause of borderline states is a 
weakness of the ego, which is incapable of dealing with the intensity of the destructive 
and aggressive impulses experienced. Perry & Hermans (1993), argued that this 
results from damage caused by the experience of abuse and/or neglect in early life, 
leading to later difficulties in giving or accepting care. Repression and symptom 
formation are the primary defence mechanisms used to cope with feelings of anxiety 
and guilt, and a continuing pattern of being abused and/or abusing others may be seen. 
Fonagy (1991), suggests that in order to avoid experiencing the pain of recognising 
that caregivers are hostile and destructive, the ability to think about the mental state of 
others is inhibited, and the self and others are experienced only as physical entities.
With such people, the world is split into good and bad, with no grey areas. Mood and 
behaviour often reflect this; for instance, there may be rapid mood swings from 
feeling omnipotent and powerful to feeling hopelessly inadequate and vulnerable. 
Interactions with others are characterised by idealisation/devaluation, omnipotence, 
denial, splitting and projective identification (Klein, 1946). Gunderson (1984) 
described borderline personality disorder as “stable instability” reflecting the constant 
fluctuations in relationships seen in borderline patients, in their efforts to avoid 
despair, and real or imagined abandonment. Reality testing, aided by secondary 
process thinking (rational and logical), is prevented by the predominance of primary 
process thinking. This refers to the capacity for dreaming and fantasy believed to be 
characteristic of infantile life. Because of an inability to nurture themselves 
psychologically, such people often become involved in dependent relationships or 
destructive behaviour, such as substance abuse and binge eating .
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Aims of Treatment
1. Address alcohol dependence, with abstinence as the goal.
2. Reduce aggression and other anti-social behaviour.
3. Increase social confidence and engagement.
4. Increase self esteem.
5. Encourage an increased capacity to “think” and “feel” rather than “act” 
(Masterson 1988).
6. Facilitate charges in Mr. A’s object and self representations (Klein 1955). 
Methods Used
1. Cognitive behavioural techniques to address:
a. Alcohol abuse
b. Attitudes and beliefs about others, precipitating aggressive fantasies 
and acts.
c. Self esteem and social anxiety.
2. Problem Solving Techniques.
3. Recommended reading.
4. Psychodynamically informed exploration of the links between his formative 
experiences, current difficulties in relation to others and his relationship to the 
therapist.
5. Reality Testing.
The First Phase of Treatment: Tackling the Alcohol Abuse.
Therapy began with a standard cognitive-behavioural approach to alcohol abuse, 
identifying abstinence as the goal of treatment. The destructiveness of his drinking, 
as well as scores on The Hilton Questionnaire (Hilton, 1981), indicated a level of 
alcohol dependence which argued against controlled drinking as a feasible goal.
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Figure 1: Treatment - First Phase
AIMS:
1 CONTROL ALCOHOL ABUSE 
Goal: Abstinence
M eans: Education about the effects o f  alcohol-generally and
personally
Keeping a diary: mood
use o f  alcohol 
Exploring the positive and negative effects o f  drinking 
Identifying triggers to drinking: mood
situation
thoughts
Relapse Prevention Programme:
Decision Matrix
Situational Confidence Questionnaire 
Outcome Prediction Questionnaire
2 STRESS MANAGEMENT
Relaxation Training 
Running
Cognitive Therapy
We examined the roles that alcohol played in Mr A’s life, discussed the physiological, 
psychological and social repercussions of alcohol abuse and used relapse prevention 
techniques (Marlatt and Gordon 1985) to increase his awareness of factors triggering 
an urge to drink. Ways of avoiding relapses as well as managing any relapses that 
occurred were formulated. A decision matrix helped to identify the advantages and 
disadvantages of both continuing to drink and of total abstinence.
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Figure 2: Decision Matrix
Drinking Not Drinking
Positive Effects Feels powerful and in control Improved relationship with wife
Frightened o f  nothing Work achievements
and no-one W on’t be violent
Excitement at living “on 
the edge”
Makes me feel alive 
Facilitates the experience 
and expression o f  emotions 
Only way I can socialise 
without experiencing 
disabling anxiety
W on’t end up in prison
Negative Effects Frightened o f  my violence Depression and anxiety
Don’t want to end up in Feeling unbearably empty
prison for much o f  my Find it difficult to cope with
life feelings o f  weakness and
May lose my wife vulnerability
Severe panic attacks Find it difficult to cope with
and paranoid feelings anger
Anxiety management techniques were used to reduce the level of tension experienced 
and reading matter was given on cognitive strategies to help him give up alcohol and 
manage his depression and anxiety.
While responsive to these ways of working, the need to abstain from alcohol 
completely was frequently tested. Even though the dangerousness of alcohol was 
repeatedly identified in his diary, Mr A continued to use alcohol destructively at 
times, particularly when feeling emotionally vulnerable. The excitement and sense of 
power over others experienced while drunk made abstinence extremely difficult to 
sustain, particularly as when not drinking Mr A felt himself to be alienated from 
others and in an emotional void which at times led to depression including suicidal 
feelings.
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The Middle Phase of Treatment: Developing The Capacity to Think and Feel.
After four months, when the initial cognitive - behavioural work on alcohol abuse had 
been completed, therapy focused upon Mr A’s difficulties in relating to others and his 
low self-esteem. The content of sessions was increasingly guided by the 
concerns/material he brought. Greater self-awareness was fostered by linking Mr A’s 
current beliefs and expectations to his early experiences. Reading matter aimed at 
increasing his understanding, self-efficacy and sense of control was suggested. In 
particular he found Alice Miller’s “For Your Own Good” helpful in putting his own 
experiences in context and encouraging him to believe that his behaviour could be 
understood (Miller, 1983). Similarly, reality testing was encouraged by exploring the 
part Mr A played in creating situations in which he believed others were abusing him. 
These links also facilitated a greater understanding of factors driving his abusive 
behaviour towards others. Distortions in the way he was perceiving events were 
tackled using cognitive techniques. Figure three contains examples.
Figure 3: Cognitions Fuelling Anti-Social Behaviour:
1 I can only get what I want by grabbing it.
2 I’m an outsider and always will be.
3 Everyone else is happy and enjoying themselves, and they’re excluding me.
4 I couldn’t care less about anyone else.
5 People don’t like me.
6 I deserve a drink.
7 It’s the only way I can socialise with others - the alternative is 
loneliness and isolation.
8 There’s no point in expecting things to be different.
9 It’s genetic - I’m like my mother.
10 Drink helps me feel and express things I normally can’t.
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We also examined how Mr A presented himself in life: either as a charming, 
intelligent, caring and sensitive person or as a loutish thug. By examining what he 
felt were the positive and negative aspects of these two “identities” it was possible to 
have a dialogue about their effects on his self-image and relationships. A trainee 
clinical psychologist carried out an IQ and vocational guidance assessment with him, 
which was used to discuss his potential to be successful, and the type of work situation 
which would suit him best.
At the beginning of treatment Mr. A was encouraged to involve himself in social 
events, such as evening classes. However, it was only after four years of therapy that 
he felt able to join a club and use this to work on his difficulties in relating to others. 
It was also suggested that he involve himself in a much wider range of activities, 
particularly those which might provide him with the sense of danger and excitement 
that prior to treatment he had sought in drinking. Social and assertiveness skills were 
encouraged and his key relationships were discussed in terms of their effects on him. 
In particular his relationship with his parents was examined, including his continuing 
hope that he might eventually receive the recognition and care for which he longed.
The Therapeutic Relationship
Mr A’s experience of me underwent several changes throughout the course of therapy. 
Initially I was idealised, possibly because I provided a space where he felt that, for the 
first time in his life, he was listened to, taken seriously and attempts made to 
understand the distress driving his behaviour. At some level, I was experienced as 
the mother he never had. However, this inevitably put him in touch with his neediness 
and desire to be cared for which made him feel very vulnerable during breaks in 
treatment and sometimes between sessions. This vulnerability sometimes triggered 
acting out, in the form of drinking and seeking sexual relationships with women, 
including prostitutes, in an attempt to feel physically comforted. Although at times 
such approaches were made with the intention of physically attacking the women, 
these feelings were not acted upon.
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Mr A often invited me to reject him for his failure to abstain from alcohol. For 
instance, early on in treatment he suggested that I should agree that if he drank alcohol 
again he would be immediately discharged from treatment. While he presented this 
as a way of helping him abstain from alcohol, I also understood it as an invitation to 
become a sadistic, unreasonably demanding and uncaring figure who would thereby 
confirm his expectations of others. At times drinking relapses appeared to be fuelled 
by an attempt to reassert his control over his life when he felt manipulated by therapy 
to change.
Inevitably, as therapy began to open up more of his inner life, primitive feelings 
emerged, very forcefully at times. His growing recognition of feeling dependent on 
me was accompanied by urges to hurt and attack me, as well as fears that, following 
sessions in which we had talked about his difficulties in socialising, I would sneer at 
his vulnerability. He felt that I was deliberately humiliating him when he became 
tearful in sessions and experienced me as playing with his emotions and taunting him 
with unrealistic expectations of how his life could be. He expressed fears that I might 
tell the police about him, or might wire the room up in order to get evidence against 
him. There was also a period when he became sexually preoccupied by me, when I 
represented the powerful, tantalising and depriving aspects of his female objects. I 
was also felt to be a threat to his masculinity by encouraging him to be more in touch 
with his emotions and vulnerability. He became angry that therapy had changed his 
experience of alcohol, preventing him from enjoying its effects and leaving him 
defenceless in managing his conflicts and without a means of enjoying himself. That 
is, he projected onto me his belief that women are depriving, humiliating, attacking 
and powerfully oppressive.
At other times, his projections would relate more to his passive father. For instance, he 
would get angry with me for not giving him enough time, would accuse me of not 
giving him the answers he needed because of wanting to see him hit rock bottom, or 
would expect me to sneer at his vulnerability. He would also express contempt, for 
instance referring to something I had said as “one of those clever phrases they teach 
you”.
2 1
My counter-transference feelings also naturally went through changes. Particularly 
early on in treatment I felt the anxiety he was denying about what he might do 
between sessions. I imagined him seriously injuring, raping or murdering someone in 
a drunken rage or due to reckless drunken driving. Just as he felt attacked by me, for 
a brief period of therapy, I felt that there was a real risk of him attacking me. At 
times I felt very de-skilled and inadequate to the task, and wondered if I had damaged 
him, or been sadistic towards him. Such transference and countertransference feelings 
reflect a sado-masochistic dynamic often seen when working with forensic patients 
(Temple, 1996). That is, at times I felt a victim of the therapy and, at other times, 
through projective identification felt the impact of Mr. A ’s cruel and sadistic internal 
objects.
There were surprisingly few attempts to denigrate the therapy directly, either verbally 
or by physically acting out in sessions. He would, however, describe aggressive acts 
to me in a self-justifying manner, inviting me to concur with an omnipotent, heroic 
view of himself. Also he would describe fantasies of sexually or physically 
assaulting women, believing that I would find such descriptions very unpleasant and 
potentially threatening. Rarely, he would describe fantasies of acting aggressively 
towards me and dare me to say something that would make him feel entitled to attack 
me. My ability to tolerate such attacks, discuss their meaning, and thereby “ contain “ 
them (Bion, 1959) was crucial, though at times very difficult.
While I rarely felt that there was a real risk that he would act upon his aggressive 
impulses and attack me, at times I experienced the fear that he was disovming and 
projecting into me (Klein, 1955). However, there was a period during the middle 
phase when Mr A’s distress and confusion about therapy and the therapeutic 
relationship was so great that it seemed as if he might feel that attacking me was the 
only way he could leave therapy, which was becoming increasingly uncomfortable for 
him. During this period I paid special attention to security in the clinical setting and 
discussed with him ways in which he could contain his anxiety and work with it. For 
instance, we discussed other services that he could make use of in a crisis, and I 
suggested that he telephone me between sessions if he was feeling out of control. 
Techniques for dealing with excessive emotion were also discussed. These included
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distracting himself by activities such as running, noting down his thoughts and 
feelings for later discussion within sessions, or deliberately focusing on his emotions, 
and at their height trying to get in touch with situations in which he had experienced 
such feelings as a child. In addition, I arranged for him to see a specialist in 
alcoholism to determine whether medication might be helpful to get him through this 
crisis. Although offered medication Mr A refused it, though appeared reassured by 
my attempts to explore a range of ways of responding to his distress and sense of not 
being in control.
Termination of Treatment : Saying Goodbye
Therapy continued for six years, and termination occurred over a planned 12 month 
period. The process of ending was initially characterised by a period of denial in 
which the subject of ending therapy was avoided. My attempts to encourage Mr A to 
talk about this were met with hostility. Again I was experienced as taunting him with 
the reality that our relationship was ending. I was also perceived as rejecting him and 
being pleased that I would no longer have to see him. His anger at times forcefully re- 
emerged, although he was able to see that it expressed his fear and enabled him to 
dispel his sadness. He feared going backwards and losing the achievements and good 
feelings he had obtained through therapy. Some acting out of his distress was seen, in 
occasional drinking and finding rationalisations for ceasing attendance at a health club 
he had joined. Also, at times he wanted to end treatment early in an attempt to avoid 
the painful feelings that ending evoked. At times this was expressed by him feeling 
very cut off from therapy and having nothing to say.
Eventually Mr A was able to express his feelings of abandonment and sadness at the 
loss of his relationship with me, while remaining positive about the effects of 
treatment on his life. His final session was a moving and positive experience. He was 
seen for follow-up after three, six and twelve months.
23
Progress Made:
Because of the nature of the work, psychometric assessment of progress was felt to be 
too intrusive. The changes reported are, therefore, based on Mr A’s self report, as well 
as changes in how he presented physically and non-verbally.
Alcohol Abuse:
It took several years for Mr A to fully accept that abstinence from alcohol was 
essential for him. At times he believed that my emphasis on abstinence was an 
attempt to deprive him of an important source of enjoyment. However, the diary that 
he kept was important in facilitating his recognition of the destructiveness of his 
alcohol abuse. Over the course of treatment he achieved almost total abstinence from 
alcohol and, when relapses occurred, they were brief and far less destructive than 
previously.
Aggression
Early in treatment Mr A’s violence to his wife was a focus for discussion. This led to 
a recognition of his desire to feel in control, which was achieved when he saw his wife 
terrified. His aggression towards his wife and others ceased during treatment, as did 
other forms of anti-social behaviour.
Relationships
For the first time in his life Mr A began to build up positive friendships, although 
these remained tenuous. Experiences on holiday and at his health club reinforced his 
realisation that it was primarily his own behaviour which determined how others 
treated him. He discovered, too, that others enjoyed his company and would seek 
him out to confide in him. He was particularly keen to point out to me the extent to 
which his attitudes to women had changed, so that he was able to conceive of having 
friendships with women which were not sexual.
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Mr. A’s relationship with his parents also improved, and he was able to confront them 
about the detrimental effects of his mother’s drinking. Whilst their responses fell 
short of what he would have wished for, a more open and honest relationship with 
them developed.
Work
Despite many years on social security, after two years in treatment Mr A started his 
own business and demonstrated very quickly his ability to be successful in this. 
Initially he often threatened this success by acting destructively in relation to his work 
by failing to meet deadlines, arguing with those commissioning work, or submitting 
work he knew to be substandard. However, by the end of treatment he was working 
very successfully and had built up a good reputation for the quality of his work and 
was proud of his business and his evident skill. This had a marked effect on his self 
esteem and ability to relate to others.
Discussion : Working with multiple theoretical models.
A key feature of patients referred to forensic teams is their experience of victimisation 
involving emotional neglect or abuse, often accompanied by physical and/or sexual 
abuse during their early development. As children, such people have grown up in 
situations engendering extreme emotional turmoil, which they had neither the 
physical, emotional nor cognitive capacity to deal with. Successful survival strategies 
adopted in childhood often prove to be destructive to the self and others later in life. 
The literature describes several coping mechanisms for dealing with intolerable 
emotions including dissociation, identifying with the aggressor by repeating similar 
acts of abuse or self harm (Freud, 1936 ; Stoller,1975), and being driven by feelings 
of revenge and envy to behave in anti-social ways (Ryan, 1989). Such damaged 
children often continue in adulthood to unconsciously set up situations in which their 
destructive beliefs about themselves and others and about how the world will treat 
them are repeatedly reinforced (Layden et al, 1993).
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Psychological mechanisms related to victimisation effects have been described by 
Ryan (1989). Serious victimisation can result in an intolerable experience of 
helplessness, of not being in control of what happens to you, but control residing 
outside yourself, leaving you powerless to defend yourself. The experience of 
victimisation involves a negation of a sense of safety and a knowledge that your 
vulnerability may be taken advantage of. Such experiences can precipitate an often 
desperate search for the means of regaining and maintaining control, which may be 
internally focused in the form of eating disorders, substance abuse, self-harm and 
suicide attempts. Additionally, hyper- vigilance to potential threat and a readiness to 
expect others to betray and abuse you can result in defensive strategies to prevent such 
abuse, for instance by self-imposed isolation. Alternatively, a sense of control may be 
achieved by anti-social behaviour such as aggression, sexual offending and property 
offending. Thinking may become dominated by persecutory beliefs, leading to 
retaliatory fantasies, which may be enacted when feelings of vulnerability are evoked. 
Domination and attack may be used to ensure that any potential threat is averted, 
identifying with and adopting the behaviour of the aggressor being a more 
comfortable option than a victim identity (Summit, 1983). This pattern is particularly 
characteristic of male victims, females more commonly exhibiting self destructive 
behaviour.
The nature and severity of the abuse experienced by many forensic patients results in a 
complex picture of presenting difficulties, behaviours and underlying dynamics which 
argue against the use of brief focused approaches. The issues raised are multi­
faceted, so that change is only likely to be long lasting if treatment is able to effect the 
core structure of the personality and the core beliefs held (Bateman, 1997).
Early cognitive-behavioural models had limited usefulness in addressing these 
complex problems. The destructive and distorted beliefs held by such patients 
originate during their earliest years and have a profound impact on their personality 
development. These beliefs and expectations are reinforced over time into extremely 
rigid stable “schemas” which are highly resistant to change (Beck and Freeman, 
1990). Early cognitive models failed to address in any depth the fundamental 
problems in interpersonal relating characteristic of such patients, which are inevitably
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acted out in the relationship between patient and therapist. For instance, if a therapist 
encourages a patient to discuss early traumas, rather than being seen as helpful, they 
may be experienced as sadistic and as taking pleasure in causing distress and 
vulnerability in the patient by re-evoking feelings experienced during abuse or
neglect. As Linehan(1987) argued, “emotional systems cannot always be readily
accessed or changed by modifications in the cognitive system.”
Schema focused and related therapies (Beck and Freeman, 1990; Linehan, 1993; 
Layden et al, 1993; Young, 1994) go some way towards adapting cognitive- 
behavioural techniques to the needs of more severely disturbed patients. For 
instance, there is an increasing emphasis on the need to address the therapeutic 
relationship and ways in which the patients’ conflicts may be enacted in treatment. 
These developments reflect a deeper understanding of psychological processes and, in 
my view, a healthy openness to ideas from different theoretical standpoints.
Working with personality disordered patients has also resulted in modifications to 
psychoanalytic practice (Kemberg,1984). For instance, Bateman and Holmes(1995) 
have suggested that successful analytic work requires clearer boundaries and limit 
setting, sometimes embodied in a contract. They also argue that the therapist needs to 
be more active and available to the patient. Gabbard (1986) also argued for a mixed 
approach. He sees the central task of treatment as aiding the differentiation between 
the self and object by encouraging more mature, reality-based object relations and 
greater reflectiveness on the consequences of actions. This accords with Masterson’s 
view (1988) that “actors” must become “feelers and thinkers” through the process of 
therapy.
Increasingly, therapists are recognising the value of combining cognitive and 
psychodynamic approaches in this work (Millon, 1996; Westen,1991; Ryle, 1990; 
Fonagy,1989). For instance, Westen (1991) argued that psychoanalysts underestimate 
the importance of social learning and cognitions in causing and maintaining 
psychopathology, and the value of conscious insight and coping strategies in 
treatment. However, he also accuses cognitive therapists of being too pragmatic, and 
ignoring the importance of fantasy, unconscious motives, deeper levels of meaning
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and interpersonal processes. These comments are reminiscent of earlier distinctions 
between “being with” and “doing to” processes in therapy (Winnicott, 1971; Wolff, 
1971)
The framework provided by cognitive and behavioural techniques can facilitate a 
“holding and containing” of the patient (Winnicott, 1965; Bion, 1957,1970) and 
encourage increasing self-confidence and self-efficacy when attempting to cope with 
the extremes of emotion, including urges to act out, that emerge during explorative 
work. Working in this way also allows some of the expertise residing in the therapist 
to be directly handed over to the patient in the form of specific techniques and 
educational reading materials. This not only emphasises the need for a working 
partnership with the patient, with a shared responsibility for a change, but also may 
increase their sense of control over their difficulties.
However, with severely personality disordered patients, such approaches need to be 
underpinned by a working knowledge of psychodynamic theory, particularly that 
relating to object relations and transference and counter-transference phenomena. 
Without this, patients may fail to engage in treatment or, if they do, may fail to 
benefit, or may even experience therapy as a further abuse (Bateman, 1997). An 
overly rigid, inflexible approach can also result in denigrating the patient. For 
instance patients may be labelled as untreatable with no recognition that it is the limits 
of our knowledge and ways of working which result in failure.
Conclusions
I have outlined six years of once-weekly therapy of a patient presenting with alcohol 
abuse and aggression. My experience, reinforced by the literature, suggests that 
working with complex cases requires an on-going process of adaptation and creativity 
in responding to the issues and difficulties that arise. One way of facilitating such 
work is to flexibly utilise techniques from a variety of different models while retaining 
a structure and firm boundaries around the treatment. This was the approach taken in 
the case described. The cognitive- behavioural aspects were necessary to address 
specific problem areas and provide a structure for dealing with excessive emotions.
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The relationship-focussed aspects facilitated change in the experience of emotions and 
core personality structure. Such work requires an ability to stay with very difficult 
experiences and material and struggle to foster an understanding and working through 
of very complex damaged aspects of the personality.
In my experience, there does not need to be a conflict when working across these 
models. Just as “good enough” parenting is linked with a sensitivity to the child’s 
needs, and flexibility in responding to those needs, so it is in therapy. At times the 
“child” needs instruction, help and guidance, while at other times they need the 
experience of creative exploration, a chance to make errors and learn from them, and a 
chance to find their own solutions. The “art” of therapy is in knowing when to guide, 
encourage and reassure, and when to facilitate, a deeper exploration of issues, being 
prepared for the chaos which inevitably ensues prior to real change.
29
References
Bateman, A. (1995) The treatment of borderline patients in a day hospital setting.
Psychoanalytic Psychotherapy. 9(1) 3 -16.
Bateman, A. (1997) Borderline personality disorder and psychotherapeutic psychiatry: 
An integrative approach. British Journal o f  Psychotherapy. 13(4) 489 -  498. 
Bateman, A. & Holmes, J. (1995) Introduction to Psychoanalysis: Contemporary 
Theory and Practice. London, Routledge.
Beck, A.T. & Freeman, A. (1990) Cognitive Therapy o f Personality Disorders. New 
York, Guilford.
Bion, W. (1957) Differentiation of the psychotic from the non-psychotic personalities.
InternationalJournal o f  Psychoanalysis, 38, 226 - 275.
Bion, W. (1959) Attacks on linking. International Journal o f Psychoanalysis, 40, 308 
-315 .
Bion, W. (1970) Attention and Interpretation. London, Heinemann.
Bowlby, J. (1998) A Secure Base : Parent- Child Attachment and Healthy Human 
Development. New York, Basic Books.
Fonagy, P. (1989) On the integration of cognitive-behavioural therapy with 
psychoanalysis. British Journal o f Psychotherapy, 5,4, 557 -  563.
Fonagy, P. (1991) Thinking about thinking: Some clinical and theoretical 
considerations in the treatment of a borderline patient. International Journal 
o f Psychoanalysis, 72, 639 -656.
Freud, S. (1910) The Future Prospects o f Psychoanalysis. SE ll. London, Hogarth. 
Freud, S. (1912) The Dynamics o f  Transference. SE12. London, Hogarth 
Freud, S. (1936) The Ego and Mechanisms o f  Defence. London, Hogarth Press. 
Gabbard, G. (1986) The treatment of the “special “ patient in a psychiatric hospital.
International Review o f Psychoanalysis. 13, 333-347.
Gunderson, J.G. (1984) Borderline Personality Disorder. Washington DC, American 
Psychiatric Press.
Gunderson, J.G. (1996) The borderline patients intolerance of aloneness: Insecure 
attachments and therapist availability. American Journal o f  Psychiatry. 
153(6), 752-758.
30
Kemberg, O. (1975) Borderline Conditions and Pathological Narcissism. New York, 
Jason Aronson.
Kemberg,0.(1984) Severe Personality Disorder: Psychotherapeutic Strategies 
Newhaven, Conn , Yale University Press.
Klein, M. (1946) Notes on Schizoid Mechanisms. In Collected Works, Vol. III. 
London, Hogarth Press.
Klein, M. (1955) On Identification. In New Directions in Psychoanalysis. London, 
Hogarth Press.
Hilton, M.R. (1981) The Hilton Questionnaire. A Measure o f  Drinking Behaviour. 
Windsor, NFER-Nelson.
Layden, M.A., Newman, C.F., Freeman, A. & Morse, S.B. (1993) Cognitive Therapy 
o f Borderline Personality Disorder. London, Allyn and Bacon.
Linehan,M. (1987) Dialectical behaviour therapy in groups: Treating borderline 
personality disorders and suicidal behaviour. In C. M. Brady (Ed) Women in 
Groups. New York: Springer.
Linehan, M. (1993) Cognitive-Behavioural Treatment o f Borderline Personality 
Disorder. New York, Guildford Press.
Lowry, M. ( 1962 ) Under the Volcano. Harmondsworth, Penquin Books Ltd.
Malan, D. H. (1979) Individual Psychotherapy and the Science o f  Psychodynamics. 
London, Butterworth.
Marlatt, G. A. and Gordon, J. R. (1985). Relapse Prevention. New York , Guilford.
Masterson, J. F. (1988) Psychodynamic therapy with borderline patients. American 
Journal o f  Psychiatry, 145,1,135.
Miller, A. (1983) For Your Own Good: Hidden Cruelty in Child Rearing and the 
Roots o f Violence. London, Virago.
Millon, T. (1996) Personality and Psychopathology : Building a Clinical Science. 
Chichester, J Wiley & Sons.
Perry, J. C. & Hermans, J. L. (1993) Trauma and defence in the aetiology of 
borderline personality disorder. In J. Pansi (Ed) Borderline Personality 
Disorder: Aetiology and Treatment. Washington D.C., APP.
Ryan, G. (1989) Victim to victimiser. Journal o f Interpersonal Violence, 
4 ,3 ,325-341.
31
Ryle, A. (1990) Cognitive-Analytic Therapy : Participation in Change. London, J. 
Wiley & Sons
Stoller, R.J. (1975) Perversion : Tthe Erotic Form o f Hatred. London, Kamac.
Summit, R. (1983) The child sexual abuse accommodation syndrome. Child Abuse 
and Neglect, 7, 177- 193.
Temple, N. (1996) Transference and countertransference: general and forensic 
aspects. In C. Cordess and M. Cox (Eds) Forensic Psychotherapy: Crime, 
Psychodynamics and the Offender Patient. London. Jessica Kingsley 
Publishers.
Young, J.E. (1994) Cognitive Therapy for Personality Disorders : A Schema -
Focused Approach. Florida, Professional Resources Press.
Westen, D. (1991) Cognitive-behavioural interventions in the psychoanalytic 
psychotherapy of borderline personality disorders. Clinical Psychology 
Review, 11,211 -  230.
Winnicott, D.W. (1965) "The Maturational Process and the Facilitating 
Environment. London, Hogarth Press.
Winnicott, D.W. (1971) Creativity and its origins. In 'Flaying and Reality.” 
Harmondsworth, Penguin.
Wolff, H.H. (1971) The therapeutic and developmental functions of psychotherapy. 
British Journal o f  Medical Psychology, 44, 117-130.
32
The Classification of Personality Disorder:
Ways out of the Confusion.
Summary
This review explores issues related to the classification of personality disorder with 
particular reference to the Diagnostic and Statistical Manual (DSM) of the American 
Psychiatric Association (1994). It examines the validity and reliability of the DSM 
and discusses potential improvements in the methods used to establish diagnostic 
criteria.
Introduction
Personality disorder has been described as “a diagnosis of despair” (Tyrer, Casey and 
Ferguson, 1993) and “a waste basket diagnosis” (Blackburn, 1982). However, despite 
such criticisms, the term “personality disorder” refuses to go away. There are good 
reasons for this. In our clinical practice we regularly encounter people who have no 
clear mental illness, but who experience profound problems in living. They may 
report difficulties in maintaining effective roles in society, in their work and in 
relationships, or may demonstrate certain behaviours which clearly imply a need for 
treatment, such as substance abuse, self harm, suicide attempts and eating disorders. 
Often such people are suffering the effects of severe childhood trauma, including 
physical and sexual abuse, neglect and emotional trauma. To recognise some such 
people as falling within the remit of the Mental Health Act (1983), remains 
controversial (Cope, 1993). For many staff working within the Health Services, such 
patients represent an unacceptable and undeserving group. Some professionals protest 
that they do not have the resources or skills to treat people with personality disorders 
and consider that they should not be managed by psychiatric services. A common 
view is that such patients are not treatable. The lack of a satisfactory definition adds 
fuel to this debate.
However, alongside this, there have been increasing attempts to define and 
understand the nature of these disorders more clearly in order to facilitate more 
successful interventions. In the UK, such attempts have been given impetus by the 
Reed Committee Report (1994), which underlined the need for each purchasing 
authority to provide specific services for people with a “personality disorder”. Their 
high rate of suicide and attempted suicide ( Zilber et al, 1989; Stone, 1993) further
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suggests that their treatment needs should be specifically addressed in efforts to meet 
‘Health of the Nation’ targets (Norton 1992). The financial costs to the health and 
criminal justice systems of not providing adequate treatment have been illustrated by 
Dolan et al (1996). _
The Nature of Diagnosis
In order to have a utility beyond the merely descriptive, diagnosis should be based on 
the reliable identification of key features of the condition, which themselves can be 
reliably assessed. Diagnostic critertia should enable clinicians to differentiate clearly 
between different syndromes and should provide a research basis on which to develop 
knowledge on the course of the condition, its prognosis, and the most appropriate 
forms of treatment and/or management.
Schneider (1923) is said to have laid the basis of current systems for classifying 
disorders. He was the first person to make a clear distinction between mental disease 
and personality disorder, and to extend the term psychopathic disorder to include 
other types of personality disturbance. Personality disorders were conceptualized as 
extreme variants of normal personality, the distinguishing feature being that patients 
attracting this diagnosis either suffered themselves, or caused others to suffer, as a 
result of the disorder. Schneider’s descriptions of ten abnormal personality types, 
while controversial, have contributed much to current classification systems.
The Diagnostic and Statistical Manual of Mental Disorders (DSM)
Theoretical explorations of personality and personality disorder deriving from many 
different schools of thought, including pschoanalysis, psychometrics and clinical 
practice, were prevalent in the early twentieth century. This resulted in considerable 
diversity in how such disorders were described and conceptualised. In an attempt to 
end the confusion created by the existence of several different classification systems 
in use at the time, the American Psychiatric Association (1952) carried out a major 
review of this area, and their recommendations led to the first version of the 
Diagnostic and Statistical Manual of Mental Diseases (DSM I). This has been subject 
to several revisions, the latest being DSM IV, published in 1994. The most
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significant changes have been to separate mental illness (Axis 1) from personality 
disorders (Axis II) and to divide Axis II disorders arbitrarily into three clusters. 
Arbitrary cut off scores for each diagnosis have been established, and attempts made 
to base the system more on empirical findings by using standard instruments to 
measure representative samples of the population. DSM IV has also been brought 
more in line with the other major classification system, the International Classification 
of Disorders, Version 10 (ICD 10 - World Health Organisation, 1992).
The concept of personality disorder used in these systems has expanded considerably, 
the ICD 10 classification containing nine categories of personality disorder and the 
DSM IV 11 categories. Both define personality disorders as long-term and enduring 
with an onset in adolescence or early adulthood. The DSM IV describes personality 
disorder as follows:
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Table 1: General Diagnostic Criteria for a Personality Disorder
A n enduring pattern o f  inner exp erience and behaviour that deviates m arkedly from  the 
exp ectation s o f  the individual’s culture. This pattern is m anifest in tw o  (or m ore) o f  the  
fo llo w in g  areas;
1 cogn ition  ( i.e ., w ays o f  p erceiv ing  and interpreting se lf, 
other p eop le, and events).
2 a ffectiv ity  (i.e ., the range, intensity, lability, and 
appropriateness o f  em otional response).
3 interpersonal functioning.
4  im pulse control.
The enduring pattern is in flex ib le and pervasive across a broad range o f  personal and 
soc ia l situations.
T h e enduring pattern leads to c lin ica lly  sign ifican t distress or im pairm ent in soc ia l, 
occupational, or other important areas o f  function ing.
The pattern is stable and o f  long duration and its on set can be traced back at least to  
ad o lescen ce  or early adulthood.
T he enduring pattern is not better accounted for as a m anifestation or con seq u en ce  o f  
another m ental disorder.
The enduring pattern is not due to the direct p h ysio log ica l e ffec ts  o f  a substance (e .g ., a 
drug o f  abuse, a m edication) or a general m edical condition  (e .g ., head trauma).
Personality disorder, then, is described in terms of characteristic ways of thinking, 
feeling, behaving and relating to others. The DSM IV categories are grouped into 
three clusters. Cluster A is characterised by odd or eccentric behaviour and 
incorporates paranoid, schizoid and schizotypal personality disorders. Cluster B 
incorporates dramatic, emotional and erratic behaviour as typified in anti-social.
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histrionic, borderline and narcissistic personality disorders. Anxious or fearful 
characteristics comprise Cluster C as found in avoidant, dependent and obsessive- 
compulsive personality disorders. In order to cover all possibilities DSM IV also 
incorporates a category called ‘personality disorder not otherwise specified’. This 
category aims to cover the following situations:
1. The individual’s personality pattern meets the general criteria for a personality 
disorder and traits o f several different personality disorders are present, but the 
criteria for any specific personality disorder are not met; or
2. The individual’s personality pattern meets the general criteria for a personality 
disorder, but the individual is considered to have a personality disorder that is not 
included in the classification (e.g. passive - aggressive personality disorder).
While this additional category reflects a recognition that the ten basic categories are 
not yet able to encompass all manifestations of personality difficulties seen in clinical 
practice, it could be seen as encouraging criticisms of the ‘waste basket diagnosis’ 
type. However, such a broad definition allows for data on those included in this 
category to be collected in order to assess the need for further adaptations to the basic 
types or for additional types to be added as experimental categories.
The work group of the DSM IV were mindful that the system of basing classification 
criteria on the consensus reached by a committee of experts had been criticised and, 
therefore, attempted to make changes dependent on information from a wider range of 
sources. They reviewed the literature on key areas, examined clinical data to 
determine the utility of specific criteria and carried out field trials in order to assess 
the likely effects of proposed revisions to the manual. As a result, many changes 
were made in the criteria for each disorder, particularly aimed at reducing the overlap 
between them. Despite such changes, concerns remain about the validity and 
reliability of the DSM IV classification system.
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The Validity of the DSM Classification Systems
Can the DSM IV classification reliably distinguish between normal and abnormal 
functioning?
A  major criterion for the validity of a diagnostic system is its ability to distinguish 
between normal and pathological conditions, usually on the basis of specific 
symptoms. In the case of personality disorder, descriptors and traits specific to 
personality disordered people have not been identified. Some diagnoses appear to 
represent the extreme end of dimensions that apply to everyone, e.g. dependent 
personality disorder. However, such extremes do not necessarily indicate a disorder, 
for instance “extreme stability”. Furthermore, research has confirmed that the 
patterns of intercorrelations of personality traits are similar in personality disordered 
and non-personality disordered subjects. These findings suggest that differences 
between these groups are quantitative rather than qualitative (Tyrer and Alexander, 
1979; Livesley et al, 1992). Additionally, Tyrer et al, (1993) pointed out that certain 
personality characteristics may be adaptive in some situations while being 
maladaptive in others, quoting Nelson Mandela and Andre Sakharov as examples of 
people who could, under certain criteria, be described as personality disordered if 
their actions are taken out of context. Similarly it has been noted that some very 
successful people fulfil the criteria for narcissistic personality disorder. Such factors 
cast doubt on the ability of the criteria to distinguish satisfactorily between normal 
and pathological functioning.
Is The Separation o f Axis I  and Axis II Disorders Valid?
The distinction between Axis I (clinical) and Axis II (personality) disorders, in terms 
of implying fundamental differences between them, has also been questioned. One 
proposed justification for this separation is that Axis II disorders are continuous with 
and understandable in terms of an individual’s pre-morbid functioning, whereas Axis 
I disorders reflect a discontinuity of the individuals normal functioning (Spitzer and 
Williams 1985). That is, that personality disorders reflect stable, ongoing features of 
a persons’ behaviour, thinking style and emotional life, whereas mental illness 
represents a clear change from the persons normal ways of functioning. This
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distinction was made most clearly by Foulds (1971) in his writing on personal illness 
and personal deviance, the latter being defined as a departure from societal norms and 
implying an enduring trait and continuity with the person’s general functioning.
Research suggests that this distinction is an oversimplification. The manifestations of 
some clinical disorders are relatively stable over time, for instance schizophrenia, 
while disease, head injury and life events can lead to major personality change, 
including symptoms of personality disorder. The uncharacteristic violent and anti­
social behaviour of some Vietnam war veterans, for instance, indicates the importance 
of life experiences as major determinants of later behaviour (Yager 1976). Similarly, 
Peselow et al (1994) found that the presence of symptoms associated with personality 
disorder can vary before and after treatment of depressed patients. For instance, 
social anxiety and inhibitions may occur during an acute mental illness but disappear 
once the individual recovers from the illness, suggesting that they represent secondary 
effects of the illness, rather than the onset of a separate disorder.
Another suggested justification for separating Axis I and Axis II is a presumed 
difference in aetiology of these disorders, clinical syndromes being presumed to be 
biologically based while personality disorders have been associated with negative 
developmental and psychosocial experiences. However, again research has failed to 
support such a clear distinction. Biological, physiological and neurochemical 
correlates as well as a genetic component for some personality disorders have been 
identified, and psychosocial factors are known to influence Axis I disorders (Coyne 
and Downey, 1991; Hare and Schalling, 1978; Siever and Davis, 1991; Kendler and 
Hewitt, 1992). Similarly, a clear biological basis for all Axis I disorders is not proven. 
These studies demonstrate that a different aetiology of personality disorders and 
mental illness cannot be assumed over all categories, although, as with borderline 
personality disorder, negative developmental and psychosocial experiences may be 
more evident in personality disorders (Links et al, 1988; Zanarini et al, 1989; Shearer 
et al, 1990; Brown and Anderson, 1991).
The separation of Axis I and II disorders does not imply that if a diagnosis is made 
on one axis, that symptoms associated with the other are absent. McGlashan (1987) 
examined co-morbidity between Axis I and Axis II disorders by exploring symptom
40
patterns in depressives with and without a borderline personality disorder. He found 
that even those without a borderline diagnosis fulfilled an average of three out of nine 
borderline criteria. Goldberg et al (1986) additionally pointed to the similarities 
between schizotypal personality disorder and schizophrenia, including a 
responsiveness to neuroleptics in both. However, there are also clear differences in 
how these two disorders are defined and managed, leading some to suggest that a 
diagnosis of both Axis I and Axis II disorder should be made in such cases, to more 
accurately reflect the clinical management issues.
So, how should the relationships between Axis I and Axis II disorders be understood: 
Are these disorders separate, though they at times co-exist; do they co-exist due to 
some underlying causal or related factor, or does the existence of one have a causal 
effect on the manifestation of the other? In Millon’s view (1996,paper 2), our 
personality has a similar function to that of the immune system in relation to our 
physical health. That is, it has a mediating role in clinical disorders, affecting an 
individual’s vulnerability to particular forms of cognitive and affective dysfunction 
and psychosocial stress. Others have pointed out that personality disorder may have 
a causal role in psychological distress as a result of such individuals’ consciously or 
unconsciously creating stressful situations which reinforce cognitive distortions and 
trigger affective disorder. Additionally, personality disorder may determine the form 
of disorder seen (Paykel, Klerman and Prusoff, 1976) or may, in some cases, represent 
a sub-clinical manifestation of clinical disorder (Akiskal et al, 1983). One example is 
the anti-social functioning that at times precedes the clear manifestation of 
Huntington’s Chorea. Furthermore, there is evidence that personality disorder 
undermines the successful treatment of Axis 1 disorders (Akiskal et al, 1980; Reich 
and Green, 1991; Tyrer et al, 1993). Finally, Docherty et al (1986) proposed that 
Axis I and Axis II disorders may arise from a common cause, for instance childhood 
trauma.
Livesley et al (1994) proposed that personality disorders should be included on Axis I, 
with Axis II being retained for coding personality traits. However, while it is true 
that personality is likely to affect the manifestation and course of an illness, it is 
questionable whether such a system would clarify the situation or merely add 
confusion and subjectivity to this already confused diagnosis.
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Blackburn (1992), further suggested that classification systems should contain an 
additional category of social deviance, pointing out that deviant acts are not always 
associated with illness or personality disorder, giving property offending, sexual 
offending and alcoholism as examples. That is, he suggested three potential sub­
divisions: mental illness, personality disorder and social deviance, with potential co­
morbidity between them.
In summary, the separation of Axis I and Axis II disorders lacks clear research 
validation. However, this separation may be a necessary stage in the development of 
psychiatric classification systems, ensuring that personality disorder occupies a 
recognised place within clinical and research practice. Only further investigation will 
clarify whether Axis I and Axis II disorders, though they co-exist, are independent of 
each other, or whether, when co-morbidity is seen, this reflects a common underlying 
syndrome or aetiological cause.
The Validity of Specific Personality Disorder Categories
As is traditionally the case with psychiatric classification, the DSM was devised by 
committees of experts. It is clear that this procedure is vulnerable to the effects of 
pressure groups with vested interests, political manoeuvring and arbitrariness 
(Jackson and Livesley 1995). The negative effects of an over-reliance on consensus 
among clinicians in devising categories can be illustrated by examining the continuing 
evolution of the DSM system in which different categories defined by different 
criteria supersede each other. For instance, in DSM IV the categories “self- 
defeating” and “sadistic” personality disorders, introduced in DSM III-R, were 
withdrawn and categories of “passive-aggressive” and “depressive” personality 
disorders inserted in an appendix to the main classification system. While it could be 
argued that such experimental categories need to be tested in the real world prior to 
being rejected out of hand, the question of whose clinical reality is being reflected in 
the categories is an important one. The fact that over 75% of the 104 DSM III-R 
personality disorder criteria were revised in DSM IV (Frances 1990, Gunderson
1992), further underlines the lack of stability across different versions. While there 
are increasing and continuing efforts to yield a more robust and valid system, this lack 
of stability in definitions causes difficulties, particularly in research.
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Construct Validity
Construct validity refers to the extent to which a measure reflects the underlying 
theoretical concept on which it is based. However, with the DSM there is no 
underlying theory. Rather, the heterogeneity of the categories derives from their 
different origins. Tyrer et al (1993) point out that criteria for antisocial personality 
disorder derive from longitudinal studies, those for borderline and narcissistic 
personality disorders derive from psychodynamic theory and psychotherapy in 
practice, avoidant personality disorder derives from academic psychology, schizoid 
and anankastic personality disorders derive from European phenomenology and 
schizotypal personality disorder from genetics and psychodynamic theory.
This lack of an agreed theoretical basis creates further difficulty in determining 
whether all relevant diagnoses are covered by the classification. Additionally, there is 
little evidence that the revisions made have resulted in a more coherent and all- 
inclusive system. Each diagnosis is defined by between seven and nine criteria, the 
diagnosis only being satisfied when a certain number of these are present. This 
potentially leads to widely heterogeneous samples being included within each 
diagnosis. For instance, Widiger and Sanderson (1995) pointed out that there are 93 
different ways to meet the criteria for a diagnosis of borderline personality disorder. 
This heterogeneity was further illustrated by Hurt et al (1990) who found three 
different clusters of symptoms within borderline disorder: identity confusion, 
affectivity and impulsivity. Shea (1995) pointed out that it is nevertheless possible for 
someone to meet the criteria for borderline personality disorder without demonstrating 
any of the traits covered by one of Hurt’s three clusters. It is not only borderline 
personality disorder which contains this heterogeneity. Livesley et al (1990) found 
two clusters contained within dependent personality disorder, one related to 
dependency per se and the other to attachment-related behaviours. Morey’s (1988) 
finding of poor internal consistency within categories reinforces this concern. Using 
DSM III-R criteria, internal consistency was 0.3 for paranoid personality disorder and 
0.1 for obsessive/compulsive disorder.
While DSM IV does specify an essential feature of each diagnosis, this rarely 
provides a unifying construct to which all other criteria are related. For instance, the
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essential feature of histrionic personality disorder is “a pervasive and excessive 
emotionality and attention seeking behaviour.” Specific criteria include “displays 
rapidly shifting and shallow expression of emotions” and “ often intolerant o f  or 
frustrated by, situations that involve delayed gratification”. The first of these appears 
to contradict the essential feature. The latter criterion could equally be seen as a 
criterion of anti-social personality disorder and is not obviously linked to the essential 
feature of histrionic personality disorder.
In response to such findings, Widiger (1991) suggested that all personality disorders 
which are not empirically derived should be omitted. However, in our current state of 
knowledge, this would cast doubt on all. Even anti-social personality disorder, which 
has some empirical basis, has been criticised for being too narrowly based and failing 
to include acknowledged symptoms of psychopathy (Hare and Hart ,1995)
Content Validity
Content validity refers to the extent to which the criteria represent all aspects of the 
category they are attempting to define, and are distinct from criteria for related 
diagnoses. The lack of empirical validation of Axis II categories creates a difficulty in 
demonstrating the representativeness of the suggested criteria. Furthermore, there is 
no evidence that each of the criteria apply solely to one personality disorder and not to 
others. Morey (1988) pointed out that some criteria appear to be more associated 
with diagnoses other than the one with which they are identified in the DSM 
classification system. For instance, one of the criteria for borderline personality 
disorder is “inappropriate, intense anger or lack of control of anger, e.g. frequent 
displays of temper, constant anger, recurrent physical fights”. This not only overlaps 
with a criterion of antisocial personality disorder, i.e. “is irritable and aggressive, as 
indicated by repeated physical fights or assaults”, but also is related to paranoid 
personality disorder. Such overlaps clearly reduce validity and reliability, increase 
diagnostic errors, and contribute to problems of co-morbidity (see below). Shea 
(1995 pp401) gives other examples of criteria which overlap across different 
diagnoses. The ability of the criteria to distinguish between specific personality 
disorders is, therefore, inadequate.
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Predictive Validity
Tyrer et al (1990) examined response to treatment and failed to find any predictive 
value in relation to the different categories of personality disorder. They concluded 
that, in our current state of knowledge, the detailed descriptive distinctions made are 
probably unjustified. The categories fail to distinguish clearly between different types 
of personality disorder or aid our understanding of the implications of the different 
types in terms of preferred treatment mode and likely outcome of treatment. 
However, as mentioned earlier, personality disordered patients in general have been 
found to have a poorer response to treatment (Reich and Green, 1991; Tyrer et al,
1993).
Co-morbidity and its Implications
A tendency for individuals to fulfil criteria for several personality disorders, both 
within and between the three clusters, as well as having an additional Axis I 
diagnosis, has been revealed by research. Oldham et al (1992), for instance, found a 
high degree of overlap between narcissistic personality disorder and anti-social, 
histrionic and passive/aggressive disorders. Similar findings across a number of 
diagnoses have been reported (Dahl 1986, Docherty, Fiester and Shea 1986, Morey 
1988, Widiger and Rogers 1989, Zimmerman and Coryell 1990). A sole diagnosis of 
borderline personality disorder was found in only 8% of a sample assessed by Fyer et 
al (1988) with 46% of his sample having two or more additional personality disorder 
diagnoses and 64% having an additional affective disorder diagnosis. Single 
personality disorder diagnoses are rare, co-morbidity being lowest in those with 
compulsive personality disorder who, nevertheless, still have multiple diagnoses in 
69% of cases. Those diagnosed as having a borderline or paranoid personality 
disorder are particularly likely to receive multiple diagnoses. Such findings have not 
only been found when clinicians are rating patients, but have also been found on self- 
report questionnaires (Dolan et al, 1995). Widiger et al (1990) additionally pointed 
out the lack of evidence that disorders within the three Axis 11 clusters overlap more 
than disorders in different clusters, casting doubt on the basis for the division into 
“odd, eccentric”, “dramatic, erratic” and “anxious, fearful” disorders.
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In seeking an explanation for such high rates of co-morbidity, one possibility is that 
there is a true concurrence of certain diagnostic disorders, possibly reflecting an 
underlying process. Kemberg (1975) for instance argued that narcissistic and 
borderline personality disorders share a particularly low level structure of intra­
psychic organisation which results in severe identity disturbance and reliance on 
similar defences. Masterson (1972), however, felt that these two disorders reflected 
major types of “false self’, a deflated false self in borderlines and an inflated view of 
the self in narcissistic personality disorder.
In dealing with the problem of co-morbidity, some favour the adoption of a 
hierarchical system, as used in ICD 10. Under this system, multiple diagnoses can be 
recorded, but a main diagnosis is specified. Gunderson (1992) suggested that 
borderline, antisocial, paranoid and schizotypal diagnoses should be given 
precedence. This suggestion does not address the problems of co-morbidity across 
these four disorders or present a view on which should take precedence. Oldham et al 
(1992) proposed that if two or fewer personality disorders are identified they should 
be named. However, if more than this are evident, the diagnosis should be of 
extensive personality disorder, followed by a description of the main features. This 
suggestion has been criticised as potentially losing important information by ignoring 
the importance of clinically significant traits which fail to reach the threshold for 
diagnosis.
A further proposal has been to give greater precedence to those personality disorders 
which cause the greatest level of social maladjustment. Rutter (1987) goes further in 
suggesting that only one category of personality disorder should be specified, 
characterised by “a pervasive, persistent abnormality in maintaining social 
relationships”. Although failures of attachment are generally accepted as central to 
the origins and manifestations of personality disorder (Bowlby 1969; Haigh 1999), 
Rutter’s suggestion seems to avoid rather than address the complexity of the issues 
that need to be unravelled. Derksen (1995) suggested the use of four categories of 
interaction disorder: those due to psychiatric traits, antisocial behaviour, anxiety traits 
or rigid traits. Again, however, co-morbidity is likely to be extensive.
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Co-morbidity may, however, point to a fundamental failure to define the disorders 
with adequate precision. Tyrer (1995), for instance, argued that “the specious use of 
the term co-morbidity hides diagnostic confusion”. Shea (1995) echoed this, 
suggesting that the extent of co-morbidity found is most likely to reflect the 
inadequacy of the criteria sets in identifying discreet disorders. Others have suggested 
that it is in the interpretation of such findings that the solution rests. Berelowitz and 
Tamopolsky (1993), for instance, proposed that the nature of borderline personality 
disorder suggests that it may be more appropriately seen as a measure of the severity 
of personality difficulties rather than as a distinct diagnostic entity. They thus imply 
that co-morbidity should be expected. Dolan et al (1995), also, suggested that 
multiple diagnoses may reflect the severity of personality pathology, indicating 
greater difficulties in personal and interpersonal functioning. They, therefore, argued 
that retaining the breadth of diagnoses is preferable to using a “trumping” system 
(Tyrer 1988), in which criteria are assigned hierarchically and a single diagnosis made 
on the basis of criteria at the highest level of the hierarchy. They pointed out that 
adopting this system leads to a loss of valuable data that could potentially aid our 
understanding of personality disorder and contribute to treatment planning and 
evaluation.
The Reliability of DSM Classification Systems
If a disorder is assumed to be consistent over time we would expect that any 
assessment of it would reach the same conclusions on each occasion (test - retest 
reliability). In addition, it would be expected that if the disorder were clearly 
defined, each assessor should come to the same conclusion about it (inter-rater 
reliability). The DSM does not perform well on these criteria. Clinicians themselves 
have reported difficulties in distinguishing between various diagnoses (Livesley, 
1986) and in relating specific criteria to relevant diagnoses (Blashfield and 
Haymaker, 1990; Linde & Clark, 1998). A further source of difficulty identified by 
Shea (1995) is the level of inference necessary to decide whether a criterion is 
fulfilled or not. A similar criticism concerns the heterogeneity of criteria in that some 
represent broad concepts, for instance “identity disturbance”, whereas others are 
descriptive, such as “has no close friends”. Mellsop et al (1982) presented 
psychiatrists with case vignettes and asked them to allocate the cases to DSM 111
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personality disorder types. The mean inter-rater reliability of diagnosis obtained was 
.41, the highest of any category being .49.
Furthermore, a gender bias was identified by Adler et al (1990). Forty six clinicians 
rated personality disorders on the basis of clinical profiles where the sex of the patient 
was changed in the two versions used. Significantly different disorders were 
identified depending on the sex of the patient. This appears to reflect a bias in 
allocating men to the anti-social personality disorder category and women to the 
borderline personality disorder category. Although this finding could reflect known 
differences in typical responses to negative formative experiences by men and 
women, it indicates that judgements were not made on the basis of the criteria alone.
In an attempt to improve reliability, standardised questionnaires and interview 
schedules have been developed as a basis for diagnosis. These include the ‘Personality 
Diagnostic Questionnaire’ (PDQ-R), a self report measure developed by Hyler et al 
(1992), the ‘International Personality Disorder Examination’ (PDE-R), developed by 
Loranger et al (1994), and the ‘Personality Assessment Schedule’ (PAS), developed 
by Tyrer et al (1987). The first two were specifically developed to assess DSM 
criteria. The PAS differs from the others, only reporting the personality disorder 
which has the greatest impact on social functioning. Unfortunately, the interview 
schedules and questionnaires developed so far do not consistently yield similar results 
(Oldham, 1990; Perry, 1992; Pilkonis, 1992). For instance, while the PDQ has 
acceptable reliability, it tends to over-diagnose compared to interviews (Hyler et al, 
1992; Perry, 1992; Zimmerman, 1994). Furthermore, interviews with informants tend 
to yield different data than interviews with the subjects themselves (Riso et al, 1994; 
Zimmerman, 1994). Additionally, attempts to demonstrate reliability are hampered 
by the validity problems inherent in the DSM categories and criteria.
Conclusions on Validity and Reliability
Tyrer (1996) said “the atheoretical classification that is typical of..DSM IV...has been 
a good bricklayer in psychiatric classifications, but without direction it is in danger of 
only making walls”. The effects of the multiplicity of theoretical models underlying 
the diagnoses, while allowing a broad range of ideas to influence thinking, also add
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complexity, making the formulation of consistent definitions of the disorders more 
difficult (Tyrer et al, 1993). Examination of the validity of the DSM classification 
system does not provide reassurance that it reflects anything other than current 
psychiatric thinking. The distinction between Axis I and Axis II disorders, and the 
division of Axis II into three clusters, has no empirical justification. There is little 
evidence of construct, content or predictive validity of the sub-types of personality 
disorder, and criteria overlap rather than specifically relating to a single category. 
Multivariate analysis has also failed to substantiate the current classification system 
(Clark, 1990; Hyler et al, 1990; Livesley et al, 1989). Research further suggests that 
decisions about the presence and type of personality disorder diagnoses depend on the 
individual clinician, the method used (clinical interview, structured interview and 
questionnaire) the source of information (patient or informant) and sex of the patient.
Proposed Ways Out of the Confusion
Given the clear clinical need to address “personality disorder”, how can its definition 
and diagnosis be made more empirically sound and pragmatically useful? Schwartz 
et al (1995) argue that classification systems should be judged on the basis of their 
utility and not in terms of how objectively true they are. This would include the extent 
to which diagnosis aids decision making on treatment and prognosis. In terms of 
determining treatment needs, the utility of the current system is not impressive, 
although there is a growing literature in relation to borderline personality disorder 
(Kemberg 1975; Layden et al 1993; Linehan 1994). Overall, however, clinical 
consensus has not proved to be an effective means of furthering the development of a 
satisfactory classification system, and the time seems ripe for a more radical 
approach.
Alternative Systems
Powell (1984) dispenses entirely with the concept of diagnosis and suggests that 
instead a three-part description of the identified personality disorder should be used. 
This would comprise a single score on a psychometric test assessing the personality 
trait causing the greatest difficulty, a description of the specific problem behaviours 
arising from that trait, and a statement of the social/situational contexts in which the
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trait is problematic. Advantages of this system are that it identifies treatment targets 
and includes a measure on which progress can be evaluated. However its use requires 
a knowledge of available personality trait measures and it is limited to only describing 
the effects of a single personality trait. It is also aimed at cognitive-behavioral 
therapists and is unlikely to appeal to psychiatrists and practitioners from other 
schools of thought.
More radically, given that current sub-categories have such problems of reliability 
and validity, should we return to first principles and use only the general diagnostic 
criteria for a personality disorder to select samples? By identifying a much smaller 
number of experimental sub-categories based on different theoretical models, or by 
allowing such sub-categories to emerge from clinical studies, research could be used 
to identify the minimum number and types of categories needed. For instance, 
interpersonal difficulties of various kinds are at the heart of personality disorder, and 
the attachment patterns revealed in infant observation studies: secure;
anxious/ambivalent; avoidant and disorganised, could potentially provide a useful 
basis for the classification of related personality disorders (de Zulueta, 1998).
Modifications to the current system
Various ways of improving the accuracy of the current classification systems have 
been suggested. For instance. Grove and Tellegen (1991) suggest four strategies:
i The need to attend more to findings in normal personality theory.
ii The need to study patients first and clinicians second.
iii The use of both self and informant reports when making assessments.
iv Basing the classifications more on sophisticated data analysis in 
order to refine the measures used.
Davis and Millon (1995) argue for a more radical solution, emphasising the need for 
classification to be theory driven, based on scientific methods and empirical 
investigation. Jackson and Livesley (1995) further suggest that psychiatric 
classification systems should be underpinned by the methods of construct validation
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used in psychological test development. This would provide a more systematic, 
objective and statistical approach, where validity would underpin the results from the 
start. Certainly it seems surprising that psychiatry has resisted the potential 
advantages in furthering knowledge in this area that this system presents.
Categorical versus Dimensional Approaches
A fundamental problem underlying current classification systems is the implication 
that discreet categories exist, which denies the reality that personality disorders have a 
dimensional structure. Widiger (1992) summarised the results of 16 studies using 
ratings of personality disorder criteria, based on semi-structured interviews and self 
report, and found that validity and reliability were superior using dimensional rather 
than categorical methods in all but one study. The adoption of a dimensional rather 
than categorical model has been under consideration by the DSM committee for some 
time. It would be more precise and informative and would allow a recognition of the 
unique pattern of personality disorder experienced by an individual, rather than 
forcing people into categories that they do not comfortably fit. However, current 
thinking in this direction has not yet yielded a system that is inclusive enough, yet 
simple enough, for clinical use.
Widiger and Sanderson (1995) suggested a need to conduct taxometric studies 
contrasting dimensional and categorical models, to always include a dimensional 
model in data collection and to compare alternative dimensional models against 
external validators. Furthermore, they suggested that research data should always be 
analysed both dimensionally and categorically and alternative thresholds for diagnosis 
evaluated.
Further Exploration of the Interrelationships Between Personality Traits and 
Personality Disorders.
A common proposal is that categories of personality disorder should be based on 
cluster or factor analytic studies, which may also help to clarify the extent to which 
personality traits determine the types of personality disorder seen. Several studies
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using these methodologies have been reported (Hyler et al, 1990; Morey, 1988). 
Schroeder and Livesley (1991), for instance, developed self-report scales based on 79 
common diagnostic features identified from the literature. Use of these with 
personality disordered patients and a general population sample yielded an initial 
factor reflecting general psychological distress. Eleven factors overall were obtained, 
which showed some similarity to DSM III-R although the similarity was not close. 
However, the rotated data revealed four higher order factors which they labelled 
psychopathic entitlement, dependent emotionality, social avoidance and 
compulsiveness. Similar factors have been found in studies carried out by Walton and 
Presley (1973), Tyrer and Alexander (1979) and Clark et al (1996). A meta-analysis 
of such studies has provided support for a 4-factor model of personality disorder. The 
similarity of these factors to the traits identified in psychometric studies by Costa and 
McCrae (1990) is encouraging. They proposed five central factors underlying 
personality: extroversion, agreeableness, conscientiousness, neuroticism and openness 
to experience. The similarities found have led some to conclude that “the traditional 
distinction between personality and psychopathology represents a false 
dichotomy”(Clark&Watson, 1999). However, although personality traits are likely to 
affect the manifestations of personality disorder, the case for assuming them to be 
primary inherent components remains to be proven. Also, much work needs to be 
done to determine precisely how personality traits link with personality disorder and 
its various manifestations, and whether a trait-based model does indeed result in a 
more coherent, empirically robust classification system.
Mind/Body Interactions
The work of Hare and Schalling (1978), linking physiological responsiveness with 
Eysenck’s personality dimensions (Eysenck and Eysenck, 1964) in an attempt to 
understand the neuro-physiological bases of psychopathic behaviour, provides an 
early example of innovative theoretical research. Further research aimed at increasing 
understanding of the biological, physiological and neurochemical correlates of this 
group of disorders would add a potentially fruitful dimension to the classification 
debate. Additionally, the growth of technical expertise in genetics suggests that the 
usefulness of research in this area should be explored.
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Concluding Comments
Controversies about the diagnosis of personality disorder are reminiscent of those 
relating to the diagnosis of schizophrenia. In this case, the identification of specific 
types (e.g. hebephrenic, catatonic) without empirical justification was eventually 
abandoned in favour of providing only one set of criteria for the diagnosis. With 
personality disorder, we are still grappling with a multiplicity of categories for which 
there is little empirical validation. Also, such categorisation contributes little to 
determining treatment. Rather, it may be used to deny someone the treatment they 
need.
Despite the current imperfections, including personality disorder in a diagnostic 
system legitimises our attempts to more accurately describe, identify causal 
relationships and provide care for those subject to this label. The richness of 
theoretical and treatment models available in this area indicate that the absence of a 
robust diagnostic system does not, in this case, prevent progress being made on other 
fronts. Successful treatments depend far less on a medical diagnosis and approach 
than on theoretically derived methods of addressing an individual’s personality and 
behaviour. However, in order for there to be real coherence in this area of work it is 
crucial that theory and research play a much larger part in determining the diagnosis 
of personality disorder.
There may also be a need to return to first principles. One way would be to utilize 
only the general characteristics common to all personality disorders and to develop 
further categories only on the basis of empirical and/or clinical research, rather than 
attempting more modifications of the current sub-categories, which remain flawed.
The use of cluster or factor analytic, as well as other psychometric techniques, to 
ensure that modifications to the classification system are valid, present important 
possibilities. Despite the complexities involved, there are clear advantages in 
ensuring that diagnosis has a solid scientific basis. Furthermore, there is a need for 
studies to be grounded in a theoretical model, such as personality or attachment 
theory. Additionally, such research should explore the biological, physiological, 
neuro-chemical and genetic bases inherent in these disorders, which also may 
contribute to more solidly based classification systems.
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While there appears to be no single, coherent way forward, personality disorder 
classification systems seem to be at a crossroads whereby several radically different 
directions need further exploration, as do the ways in which they inter-link. Such 
research provides promising opportunities for greater understanding of this complex 
subject.
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Child Sexual Abuse:
Effects and Resilience Factors
Abstract
This paper reviews the literature on the effects of child sexual abuse on its victims. In 
particular, individual differences found in the literature are explored, as are potential 
explanations for these differences. The growing literature on resilience factors is 
examined and research difficulties in drawing conclusions from the literature are 
highlighted.
Prevalence
Estimates of the prevalence of child sexual abuse vary according to the definitions 
used, research method and sample characteristics. Finkelhor (1984), for instance, 
found that published research suggests that between 12% and 38% of women and 
2.5% to 9% of men have been sexually abused as children. Baker and Duncan (1985) 
interviewed a representative sample of men and women, and found that 12% of 
women and 8% of men reported that they had been sexually abused before the age of 
16, 40% of cases involving physical contact. Nash and West (1985) found that 42% 
of female patients sampled in a GP practice, and 54% of female students had been 
sexually abused by the age of 16, but in only 50% of these cases was physical contact 
involved. Also, they included in their ‘abused’ sample women who had experienced 
intercourse before the age of 16 with their boyfriends. Mullen et al (1994) reported 
two studies. A postal questionnaire, sent to a random community sample of 2250 
women, suggested that 13% had been sexually abused before the age of 16, 20% of 
cases involving genital contact and 3.8% of these involving intercourse. However, 
their prospective study of 520, 18 year old, women suggested a figure of 17%, with 
32% of these reporting sexual intercourse or oral-vaginal contact. Underreporting is a 
major problem. Russell (1986), in a community sample, found that only 2% of incest 
victims and 6% of those abused outside the family reported the abuse. Similarly, in a 
study of psychiatric inpatients, though 46% admitted to having been sexually abused 
as children, this was only reported in the case notes for 14% ( Wurr and Partridge,
1996).
The effects of child sexual abuse
In response to the growing awareness of the extent of child sexual abuse (Russell, 
1986; Baker and Duncan, 1985; Salter, 1988), there has been a need to understand its
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effects and inform clinicians and others of signs which might indicate that a child is 
being, or has been, abused. (Browne & Finkelhor, 1986; Briere, 1988; Mullen et al, 
1994). Briere (1984), for instance, suggested that a sudden change in a child’s 
academic or social functioning may indicate that the child has been abused. Examples 
include the child isolating themselves, truanting from school or being delinquent. 
More particularly, sexual precocity, including the sexual abuse of other children or 
behaving in a sexually provocative way towards adults, may be observed. Running 
away from home has also been associated with child sexual abuse (Widom and Ames, 
1994). Physical sequelae have also been reported, including headaches, sleep 
disturbance, stomach problems and eating disorders (Adams-Tucker, 1982). Carrey et 
al (1995) found abused children to have lower verbal and full scale IQs, higher 
introversion scores and lower physiological responsiveness to slides with an emotional 
content, suggesting that there may be direct effects on physical and cognitive health. 
Using discriminant function analysis he was able to correctly assign children to the 
abused or non-abused group in 86% of cases.
The literature on longer term effects seen in adulthood also suggests a range of 
personal, physical, health, relationship and socio-economic repercussions:
Sexuality
Not surprisingly, the literature suggests a strong link between sexual functioning and a 
history of child sexual abuse (Mullen et al, 1994). Those sexually abused as children 
have been found to become involved in sexual activity at a younger age (Friedrich, 
1993; Goldston et al, 1989; Mullen et al, 1994) to have a greater number of sexual 
partners (Herman, 1981; Springs and Friedrich, 1992) to have a higher risk of teenage 
pregnancy (Boyer and Fine, 1992; Mullen et al, 1994) and to take greater risks in their 
sexual behaviour (Bartholomew et al, 1994; Fergusson et al, 1997). This includes an 
increased involvement in prostitution (Cunningham et al, 1994; Widom and Ames,
1994) as well as a higher risk of sexual revictimisation as adults (Fromuth, 1986; 
Russell, 1986; Cahill et al, 1991; Fergusson et al, 1997; Pettigrew and Burcham,
1997). Drauker (1997) and others have suggested that revictimisation is mediated by 
cognitive factors including a difficulty in evaluating and predicting the behaviour of 
others and extricating themselves when others are abusive to them as well as a
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continuing sense of being bad and deserving punishment. Even when in supportive 
relationships, a higher rate of sexual dysfunction is experienced (Mullen et al, 1994; 
Sarwer and Durlack, 1996). This is especially seen when the abuse involved 
penetration. Furthermore, victims may become abusers of others. The literature 
suggests that between 20% and 46% of adult sex offenders were sexually abused in 
childhood (Groth, 1979; Abel et al, 1983; Ryan, 1989; Waterhouse, Dobash and 
Garnie, 1994). Higher rates were found in samples of abusers who are solely attracted 
to children, and who abuse male rather than female children. Higher rates also arise 
from interviews rather than case note studies. This “victim to victimised’ cycle has 
been recognised clinically and provides a strong argument for offering treatment to 
victims of sexual abuse who later offend, as well as providing a basis for 
understanding the offender’s behaviour (Herman, 1988). Ryan (1989) has described 
possible mechanisms involved in this cycle including identifying with the aggressor or 
feeling a compulsion to re-experience the trauma from a position of control (Stoller, 
1975). Other suggested mechanisms include a conditioning of sexual arousal to 
coercive sex and a defence against feeling sexually vulnerable (Friedrich, 1988; 
Mezey et al, 1991). It has been noted that the characteristics of the chosen victim 
often replicate the offenders’ experience of being abused (Rogers and Terry, 1984; 
Cantwell, 1988). Egeland and Susman-Stillman (1996) suggest that dissociation plays 
a role in the victim/victimiser cycle, and Deblinger et al (1989) assert that such 
behaviour may be linked with the compulsion to repeat early trauma sometimes seen 
in post traumatic stress disorder. Most of this work has been carried out with male 
offenders, although there is an increasing recognition that women may also show a 
pattern of sexual aggression ( Saradjin, 1996).
Psychiatric difficulties
There is a great deal of evidence suggesting that being a victim of child sexual abuse 
increases the risk of later psychiatric disturbance (Briere and Runtz, 1988; Fergusson 
et al, 1996; Wurr and Partridge, 1996). This includes a higher rate of depression and 
anxiety (Jehu et al, 1988; Cahill et al, 1991) suicidal behaviour (Briere and Runtz, 
1986; Mullen et al, 1993) borderline personality disorder (Bryer et al, 1987; Westen, 
1990) and multiple personality disorder (Putnam et al, 1986)). A range of difficulties 
seen in personality disorder are, also, associated with a history of child sexual abuse,
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suggesting that a common casual pathway may exist (Hilton & Mezey, 1998). These 
include eating disorders (Oppenheimer et al, 1985; Steiger and Zanko, 1990; Welch 
and Fairbum, 1996) deliberate self-harm (Bagley and Ramsey, 1986; Romans et al, 
1995a; Pettigrew and Burcham, 1997) dissociative states (Jehu, 1988; Nash et al, 
1993; Leavitt, 1994) and somatisation (Nash et al, 1993; McCauley et al, 1997). As 
Leseman et al, (1996) point out, the latter exposes the individual to the risk of 
iatrogenic damage resulting from unnecessary medical interventions. A history of 
child sexual abuse has also been linked with later substance abuse, which Briere and 
Runtz, (1993) suggest acts as a chemically induced form of dissociation. In a study by 
Mullen et al, (1993) 34% of alcoholics and 25% of drug abusers had been sexually 
abused compared with 9% and 4% of the non-substance abusing control group.
Physical Health
Research suggests that child sexual abuse victims suffer from poorer physical health 
and greater use of health services (Moeller et al, 1993; McCauley et al, 1997). A 
relationship has also been suggested between child sexual abuse and later obstetric 
and gynaecological difficulties, particularly the experience of chronic pelvic pain and 
related problems (Walker et al, 1988). An increased incidence of gastroenterological 
difficulties has also been reported (Leserman et al, 1996).
Social/Relationship Difficulties
There is a vast literature concerned with the effects of child sexual abuse on the 
individuals’ self identity, self esteem and confidence as well as their relationships with 
others. A sense of being fundamentally different from others, and being 
fundamentally flawed, damaged or dirty has been described (Conte and Schuerman, 
1987; Ryan, 1989; Briere, 1992). Also commonly reported, as well as encountered in 
clinical practice, are feelings of guilt and shame about not being able to prevent the 
abuse, of experiencing pleasurable feelings during the abuse and fears of being 
somehow being responsible for it ( Jehu, 1988; Cahill et al, 1991). Such violation of 
the body can also result in victims’ being unclear about appropriate boundaries 
between themselves and others which can result in inappropriate social and intimate 
behaviour. Such difficulties clearly affect the victims’ ability to form and maintain 
close relationships (Jehu, 1988) which may be compounded by sexual anxiety and
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dysfunction. A distrust of others can also permeate future relationships (Briere and 
Runtz, 1987; Beitchman et al, 1992). For instance Mullen et al’s (1994) research 
suggests that partners of abuse victims are often seen by them as uncaring and over­
controlling. Furthermore, a lack of social support and loneliness are often reported by 
this group (Harter et al, 1998; Gibson and Hartshome, 1996). Their ability to 
confidently, and successfully, parent their children may also be affected. Banyard 
(1997), in a sample of low income mothers, found that a history of child sexual abuse 
was associated with a more negative evaluation of themselves as parents and with 
greater use of physical punishment with their children.
Severity o f Effects
Many studies have suggested that more serious forms of abuse (involving intercourse 
and/or oral/genital contact) or repeated and/or prolonged abuse are associated with 
worse outcomes (Ussher and Dewberry, 1995; Romans et al, 1995b; Mullen et al, 
1994; Boudewyn and Liem, 1995). Mullen (1988), however, also found that single 
events could result in high levels of disturbance. Similarly, Finkelhor (1979) and 
Beitchman et al (1991) found that when threats or force were used during the abuse 
this led to a worse outcome. Research also suggests that the effects are worse if the 
abuse is perpetrated by a close relative (Finkelhor, 1979; Anderson et al, 1981; Mullen 
et al, 1994). In relation to this, Russell (1986) found that abusive stepfathers’ are more 
likely than abusive fathers’ to use coercion and penetrative sex, suggesting a need to 
control for the severity of abuse when interpreting such findings. It has also been 
argued that the younger the child when the abuse occurs the less severe the likely 
effects, because the child will be unable to comprehend what has happened to them. 
However it has also been suggested that older children are likely to be less affected as 
they have a greater capacity to cope with what has happened to them. Against this, 
Murphy et al (1988) pointed out that the abuse of older children is more likely to 
involve more disturbing invasive acts.
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Research Issues 
Individual Differences:
While the above sections summarise the main reported findings on the long-term 
effects of child sexual abuse, this area of research remains controversial. Clinicians 
observe the above effects operating to various degrees and extents in the patient 
population and they have evident face validity. However, some clinicians will also be 
working with sex offenders who assert that their abuse of children is not harmful, and 
may even be helpful to the child, for instance by teaching them about sex in a loving 
context. While the research literature in no way supports this view, nevertheless it 
fails to explain the wide individual differences found in post-abuse effects. Kendall- 
Tuckett et al (1993), for instance, found that a third of survivors of child sexual abuse 
report that they suffered no long term negative effects. Furthermore, Rutter (1979) 
found that even with the most serious forms of abuse, less than 50% of victims 
experience significant negative effects. Similar findings have been reported by 
Finkelhor (1990) and Beitchman et al (1991).
Methodological difficulties:
In trying to clarify these findings, it seems clear that the nature and extent of post­
abuse effects are determined by a variety of interacting factors including the nature of 
the abuse, the characteristics of the abuser and victim and their interactions, the 
circumstances of the abuse and the family and social situation in which the child 
exists. The impact of this complexity is compounded by methodological inadequacies 
in the research which make it impossible to compare different studies or fully trust in 
the results. For instance, definitions of child sexual abuse vary in terms of what acts 
are considered abusive, so that some research will include non-contact acts such as 
indecent exposure, while others only include acts which involve some physical 
contact. Similarly, not all distinguish between intrafamilial and extrafamilial abuse. 
Further complexities arise if the abuser is an adolescent or younger, when different 
dynamics may be operating. Most studies are retrospective and involve self-report 
which is likely to be affected by memory or halo effects. For instance Nash et al
(1993) suggest that victims may overestimate the extent of pathology in their family 
of origin, believing that the abuse could not have occurred if there had been anything
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good within it. Conte (1986) also warned about a possible attributional bias in 
victims’ over estimating the extent of family disruption. Furthermore, information 
from informants has often contradicted information from victims, casting doubt on the 
reliability of findings based on a single source of information (Achenbach et al, 1987).
Sampling Bias
Another key research issue is that many studies have been based on clinical samples, 
often with patients exhibiting multiple problems, which would act to emphasise the 
reported pathological effects of abuse (Boyer and Fine, 1992; Bartholew et al, 1994). 
Additionally, many studies have no control group. The need to base studies on more 
representative samples containing both clinical and non-clinical abused and non­
abused subjects has, therefore, been argued (Nash et al, 1993; Ussher and Dewberry,
1995). Also, it is crucial that studies address the differential effects attributable to the 
severity of abuse suffered. One way would be to compare samples of non-abused 
subjects with samples of those who have been abused without any physical contact 
having taken place, those whose abuse involved contact, and those whose abuse 
involved sexual intercourse (Romans et al, 1995b). Alternatively, only sampling 
victims of severe, prolonged and invasive abuse would aid our understanding of 
individual differences in long term responses. A further issue is that most research in 
this area has been conducted in North America, so the applicability of results to a 
British sample must be questioned.
Timing o f Inquiry:
A further research issue concerns the timing of inquiry as some effects may be 
delayed, or possibly triggered, by later stages of development or adverse events 
(Briere, 1992). Rutter (1985) argues that children continually interact with their 
environments, producing different responses at different stages of development. 
Jonker and Jonker-Bakker (1997) surveyed children soon after they had been abused, 
3 years later and 7 years later. They found that the later surveys revealed behavioural 
and physical signs which had not been apparent immediately following abuse.
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Multiple time sampling as part of longitudinal prospective research, therefore, seems 
important in establishing the long term effects of child sexual abuse.
Confounding Factors:
Research suggests that the family background of abuse victims is an important 
confounding factor when attempting to explore the effects of child sexual abuse per 
se. Nash et al (1993), in their review of the literature, suggest that the families of 
abused patients are less cohesive and adaptable, use more rigid forms of behavioural 
control and exhibit higher levels of role or boundary confusion (Alexander and 
Lupfer, 1987; Harter et al, 1998; Wyatt and Newcomb, 1990). Research further 
suggests that victims tend to come from disrupted families where one or both parents 
are absent for long periods (Russell, 1986), that they are more likely to come from 
problem families (Finkelhor and Baron, 1986; Beitchman et al, 1991) and are more 
likely to perceive their parents as uncaring and emotionally distant (Finkelhor et al, 
1990; Peters, 1988). Parental violence has also been proposed as an important 
predictor of later difficulties (Bifulco et al 1991). Paradise et al (1994) studied 154 
children who had disclosed having been abused, and 53 controls. They concluded that 
up to 30% of the variance found between the two groups could be accounted for by 
pre-existing psychosocial circumstances. They echoed Follette et al’s (1991) caution 
about assuming that all difficulties reported by victims of sexual abuse are causally 
related to it.
Such research has led some to suggest that there is no evidence of specific 
repercussions of child sexual abuse, the effects reported in the literature being 
attributable to a pathological home environment (Fromuth 1986; Wyatt & Newcomb 
1990; Drauker 1997). For instance, Nash et al (1993), on the basis of their research 
using co-variate techniques, suggested that once negative family factors are accounted 
for, specific disturbances relating to child sexual abuse disappear. However, their 
methodology was criticised by Briere and Elliott (1993) who argued that co-variate 
techniques may be inappropriate, as the effects of family functioning and child sexual 
abuse are not independent but are likely to mutually impact on each other. They also
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questioned the use of a single measure of family functioning and felt that the results 
reported may have arisen due to their small sample size.
In summary, abused children are often victim to multiple forms of abuse including 
physical and sexual abuse and neglect, so that disentangling the separate effects of 
these may be extremely difficult, if not impossible (Knutson 1995).
Recent Studies:
Some more recent studies address some of the above methodological issues (e.g. 
Mullen et al, 1994; Paradise et al, 1994; Lynskey and Fergusson, 1997). Mullen et al
(1994) studied women up to the age of 18 as part of a random community survey. Of 
those reporting having been abused, 80% agreed to be interviewed. Fifty four per cent 
of these felt that the abuse had led to long term negative effects including a fear of 
men (22%), sexual difficulties (19.7%) and a lack of trust (18.3%). Logistical 
regression was used in an attempt to explore which effects arose specifically from 
child sexual abuse. The results suggest that more severe forms of abuse are associated 
with more negative outcomes. For instance 10.3% of severely abused women reported 
mental health problems compared to 4.9% of those reporting less severe abuse. Those 
reporting severe abuse were also five times more likely to have been admitted to a 
psychiatric hospital with a sixteen- fold increase if the abuse involved intercourse. Of 
those abused over a prolonged period, 44.1% reported sexual problems and 41.2% 
difficulties in trusting others. Their results also confirmed the link between having 
been abused and coming from a disturbed and disadvantaged family background. 
Mullen et al also examined the specific effects of different types of abuse suffered. 
The results suggest that sexual abuse is more often associated with later sexual 
difficulties, emotional abuse with later self esteem problems and physical abuse with 
mental disorder.
Binder et al (1996) recruited subjects through advertisements as well as from support 
groups. They too found that outcome was related to characteristics of the family, the 
abuse and the survivors themselves. However, this research can be criticised for being 
based on a self-selected sample, with no control group. Also, inevitably in this type of
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research, the accuracy of information provided by the research subjects is impossible 
to ascertain. Additionally, it was based on retrospective accounts, and therefore 
subject to memory effects. In Mullen et al’s research, subjects were only studied up to 
the age of eighteen, so that this source of potential bias is less significant than in many 
other studies. Their sample was, however, small: twenty two subjects had 
experienced non-contact abuse, thirty nine contact abuse and twenty nine sexual 
intercourse.
Resilience
As mentioned earlier, much of the research to date has ignored the fact that a 
significant proportion of child sexual abuse victims report no long term ill-effects. 
However, if our understanding is to be furthered, it is imperative that this issue is 
addressed. In an attempt to do this, some researchers have studied resilience factors in 
order to explore possible protective mechanisms. Spacarelli & Kim (1995) suggest 
that resilience is reflected by an absence of clinically significant symptoms and the 
maintenance of age appropriate levels of social competence. This definition raises 
questions about how constant a characteristic resilience is, whether it varies in 
response to the degree of stress to which the individual is subject, and whether an 
individual may be resilient on some measures but not on others. Resilience has, also, 
been defined as “ the ability to bounce back in the face of adversity or risk”(Hagell, 
1999). This implies an inherent characteristic of the person rather than merely 
reflecting protective factors in the enviroment. Relevent features include genetic 
make-up, intelligence, personality, high self-esteem and a sense of self efficacy.
Baldwin et al (1990) suggest two fundamental questions that research should address:
1. Among high-risk children, what distinguishes those who do well and those who do 
badly?
2. Which attributes are associated with different competence levels at high but not 
necessarily at low levels of risk?
They also emphasise the need to explore the processes underlying the outcomes 
found. For instance, they point out that different children in the same family will be 
treated differently by their parents and will respond differently to them. The
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interaction between parent and child characteristics is therefore crucial. As a further 
example, they suggest that a child with a high IQ is likely to have greater problem 
solving skills and ability to evaluate the consequences of their behaviour, which will 
act as protective factors, ameliorating the effects of abuse. Cicchetti et al (1993) and 
Herrenkohl et al (1994) have also pointed out the positive effects of these attributes on 
self-esteem, self efficacy and an internal locus of control. Research clearly needs to 
take account of such processes.
Luthar (1993) argues that several areas of adjustment and adaptation need to be 
explored in this work. In particular, he questions the frequent use of social 
competence as a single measure of resilience, suggesting that the degree of emotional 
distress suffered may not always be expressed in this way. Seifer et al (1992) also 
cautioned against an over-simplified approach focussing on single factors, arguing 
that it is the number of risk factors to which the child is subjected, and their 
interactions developmentally, which determine outcome. Losel (1999) pointed out 
that some factors may increase or reduce the risk of suffering ill-effects depending on 
the overall situation. For instance, he found that membership of a stable peer group, 
while generally protective, can present a risk for delinquents.
Protective Factors:
Many studies in this area focus on the coping strategies adopted in successful and non­
successful outcomes. One issue has been whether it is better for the victim to try to 
avoid thinking about the abuse and factors related to it or whether it is better that they 
use opportunities to express their feelings about it. Research supports the latter 
strategy (Hunter, 1990; Runtz & Schallow, 1997) including confrontation of the 
abuser (Chaffin et al, 1997) although clearly this is likely to depend on the 
circumstances in which it occurs. Active coping styles are associated with more 
positive outcomes including actively seeking change and understanding (Runtz & 
Schallow, 1997), problem solving (Drauker, 1989), and having an internal locus of 
control (Luthar and Zigler, 1991). Himilein and McElrath (1996) emphasise the role 
of self-efficacy and confidence in being able to control one’s life, even including 
having an unrealistic optimism about the future. Successful strategies include
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disclosing and discussing the abuse but not dwelling on it, minimising the impact, and 
positively reframing it (Drauker, 1989; Valentine and Feinauer, 1993). Trying to 
forget the event is associated with a negative outcome (Conte and Schuerman, 1987; 
Pennebaker and Beall, 1986). Further protective factors include having a positive 
experience of school and being involved in extra-curricular activities ( Valentine and 
Feinauer 1993; Egeland et al 1993; Romans 1995b).
Conte and Schuerman (1987) looked at factors which distinguished victims who later 
abused others, and those who did not. They found that those who did not abuse others 
were able to incorporate the abuse into an integrated view of themselves whereas 
those who did, reported their childhood experiences in a fragmented way with greater 
evidence of escapism and idealisation (Egeland and Susman-Stillman, 1996). 
Dissociative experiences were also more commonly a feature. Feelings of stigma and 
self blame (Wyatt & Newcomb, 1990; Coffey et al, 1996) and self-destructive 
behaviour (Runtz & Schallow, 1997) have also been associated with a worse outcome. 
Similarly, less use of aggressive coping strategies such as self-harm or aggression to 
others has also been associated with fewer clinically significant problems (Spacarelli 
&Kim, 1995).
Various models have been proposed for furthering understanding of the differential 
effects seen. Spacarelli (1994) proposed a transactional model of child sexual abuse 
incorporating risk and protective factors that mediate the stresses impinging on the 
individual as a result of the abuse. Environmental and developmental factors were also 
incorporated. Finkelhor and Browne (1986) have suggested four “traumagenic 
dynamics” which describe the potential cognitive and behavioural sequelae of abuse. 
These are traumatic sexualisation, betrayal, powerlessness and stigmatisation. Some 
empirical support for this model has been provided by Coffey et al (1996). Again, 
while helpful clinically, it fails to further our understanding of the bases of the 
individual differences observed. However, used in tandem with Finkelhor’s (1984) 
proposed four pre-conditions for child sexual abuse to occur, multi-variate analysis 
could usefully explore interactions between the victim’s and the perpetrator’s 
personality, social, emotional and behavioural characteristics.
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Research Issues
Although an emphasis on resilience is to be welcomed, and may provide useful bases 
for interventions, many studies contain similar methodological limitations to those 
described earlier. For instance, many samples contain only those children subject to 
child protection procedures where abuse has been proven. This excludes unreported 
cases, unproven cases and most cases of extra-familial abuse, which are dealt with by 
the criminal justice system ( Heller et al, 1999). Comparing research findings is again 
hampered by the use of different definitions, sampling procedures and methodologies. 
Most studies focus on identifying cognitive factors which relate to successful 
adaptation and adjustment. However, the apparently successful adoption of some 
coping strategies, e.g. denial and minimisation, may conceal emotional distress, the 
effects of which may not be apparent for some years. Also, little progress has been 
made on identifying the pre-morbid constitutional, personality, enviromental and other 
factors which may be crucially important. Furthermore, there is little evidence of the 
use of qualitative research, which might identify a wider range of factors which should 
be considered. However, despite these limitations, research exploring positive ways 
of adapting to trauma is to be welcomed, not least in giving hope to abuse victims that 
it is possible to find ways to live successfully despite what has happened to them.
Conclusions
As long ago as 1971, Hill discussed Koch’s five principals which he felt were 
essential in furthering research in this area:
1. The need to establish an unambiguous temporal relationship between the onset 
of abuse and its hypothesised effects through longitudinal designs which are 
truly prospective or at least involve retrospective cohort designs, using valid and 
reliable measures of health status at multiple intervals.
2. Observation of dose-response effects (i.e. the greater the trauma the greater the 
consequences).
3. The control of spurious covariance (e.g. being part of a multi-problem family).
4. The postulation of reasonable models with high biological plausibility and a 
coherence with previous knowledge.
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5. An adequate strength of association between cause and effect.
While these features represent a set of factors to aspire to, it is unlikely that research 
will ever fulfil them all because of the complexity of the issues involved. There 
remains, however, a need for methodologically sound, longitudinal, prospective 
studies of selected samples. In particular, the generalisability of findings based on 
North American samples is questionable, arguing a need for more British studies. 
Additionally, attempts should be made to gather more specific samples, in order to 
minimise effects due to other factors. For instance, sampling those who have suffered 
only sexual, rather than other forms of abuse/ neglect, sampling only those who are 
victims of severe, prolonged, invasive sexual abuse, and separately assessing the 
effects of abuse within and outside the family.
Qualitative research also has a part to play, particularly in increasing our 
understanding of individual differences and resilience factors. Such research could, 
for instance, explore interaction effects due to victim and perpetrator characteristics. 
Also, there has been little work on cross-cultural differences, suggesting a need to 
explore how cultural factors affect how sexual abuse is experienced by its’ victims, 
and the impact of this. A further important and under-researched area is that of 
sibling, including twin studies, looking at differences in the experience and effects of 
intra-familial abuse. Such research could be used to explore risk and protective 
factors, including the impact of birth order and quality of relationships within and 
outside the family. A particularly exciting development is the exploration of 
physiological, biochemical, neuropychological and genetic factors which may underlie 
individual differences or result from trauma experienced in childhood. Such studies 
raise the possibility of developing new ways of understanding the effects of child 
sexual abuse as well as new interventions to help victims.
The recent emphasis on individual differences and resilience factors also offers 
opportunities for a much more positive approach to be taken, with the likelihood of 
beneficial spin-offs in devising appropriate policies and interventions. In particular, it 
may enable the targeting of children who are particularly at risk of later negative 
sequelae, to receive early preventative treatment, before their vulnerability is
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expressed in behavioral problems. Similarly, such research may indicate the types of 
interventions most likely to be successful in particular cases. For instance, for some 
victims, their principal need may be for family therapy, to deal with their sense of 
guilt about the effects of their disclosure on other family members and to enable the 
family to deal with the repercussions in a helpful way. Others may have a greater need 
for individually tailored help to develop communication and assertiveness skills and 
cognitive strategies in order to increase their self confidence and self efficacy and 
reduce their future vulnerability. Additionally, group therapy could help to reduce the 
sense of guilt and alienation experienced by some child sexual abuse victims, as well 
as encourage greater empowerment. Finally, a change of enviroment may enable a 
new beginning, away from detrimental forces (Losel, 1999). Other therapeutic 
strategies may well emerge as research on resilience becomes more sophisticated.
A more proactive approach would be to use research findings to inform educational 
programmes in schools aimed at increasing childrens’ resilience more generally. 
Abused children not only suffer directly from the abuse, but may also suffer secondary 
effects as a result of feeling different from their peers because of what has happened 
to them. Having time away from school for therapy and criminal justice needs can 
increase their sense of alienation as well as making their peers aware that something 
has happened to them. Furthermore, it is unrealistic to expect that all abused children 
will come to the notice of the authorities or receive the help that they need. Providing 
citizenship classes as an integral part of the curriculum would provide an opportunity 
to include discussions on parenting, the purpose and appropriate use of discipline, 
safety in relationships , sexuality and other important aspects of daily living, in order 
to encourage a greater awareness of different forms of abuse and what can be done 
about it. Such classes could also be used to teach key skills aimed at developing 
childrens’ confidence, self-efficacy and ability to communicate assertively.
In conclusion, research on resilience offers important pointers to future developments 
in our understanding and treatment of victims of child sexual abuse. However, it is 
still in its infancy. A broader exploration including the enviromental, biophysical, 
personality and constitutional interactions determining outcome could usefully further 
this work.
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ABSTRACT
The following research was carried out by a working party, which was set up in 
response to a near-fatal attack on a black clinical psychologist in the course of her 
work. Its’ aim was to inform the profession about the extent and nature of violence 
psychologists’ experience at work, and highlight some of the risk factors involved. 
Also, to explore the personal repercussions of being a victim of violence and identify 
the need for policies and procedures to address this problem.
This study reports the results of a national sample survey of 116 clinical psychologists 
working in eight district psychology departments. The survey sought information on 
their experiences of violence at work. 49.1% had experienced physical assault, 67% 
violence to property, 71.1% verbal abuse and 84.2% verbal aggression in the course of 
their work. 17.6% had experienced physical aggression within the past year, and 
81.4% were currently working with clients with a history of aggression. 77.5% 
reported that they experienced situations in which there was a risk of violence at least 
once a year. 5.6% of respondents experienced physical violence, 23.9% verbal abuse, 
21.7% verbal aggression and 31.1% sexual harassment from colleagues. There was a 
significant gender difference with 48% of women and 10% of men reporting such 
harassment. Racial harassment had been experienced by two of the three black 
psychologists in the sample. Significant differences between psychologists working 
in different specialties were found suggesting that those in neuropsychology, learning 
disability, psychiatric rehabilitation and substance abuse may be most at risk. 
However, the small numbers of respondents in each specialty argue for caution in 
assuming that this is generally true. Over a quarter of respondents did not feel 
confident in their ability to manage physical aggression and 58.4% had received no 
training in the prevention and management of violence.
Descriptions of 66 specific incidents of aggression experienced by 56 psychologists 
were reported. 23.9% of these resulted in minor injuries and 7.9% of victims needed 
medical treatment. Descriptive factors relating to the perpetrator, victim, type of 
interaction and situation were identified from the accounts. Perpetrators with a 
diagnosis of personality disorder, schizophrenia or learning disability were
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particularly represented in the most serious incidents. A qualitative data analysis 
examined ways in which the victims described their experiences. Many of these 
accounts reflected extremely frightening and potentially dangerous events. Factors 
believed to have contributed to the attack were the psychiatric, physical and emotional 
state of the perpetrator, their perceptions/beliefs about the victim and the nature of the 
victim/perpetrator interaction. Themes reflecting the victims’ attitude and reactions to 
the attack are discussed, and risk factors identified. Only female respondents reported 
a sense of grievance about the attack, some believing that others had contributed to the 
risk in some way or had responded negatively to the incident. There was also a 
greater tendency for women to attempt to justify or explain their role in the attack. 
The implications of the findings are discussed.
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INTRODUCTION
Since the 1980’s the media has reflected growing public concern and fear of 
experiencing violent crime. Concerns have been voiced about violence in the work 
place, and environments previously considered sacrosanct, such as Accident and 
Emergency departments, as well as people who in the past were assumed to command 
a respect that made them unlikely targets for other’s aggression, such as teachers, 
nurses, ambulance drivers and social workers, have reported an increased risk of 
aggression in their work places (HSAC, 1987; Dept, of Education, 1989). These 
concerns appear to be justified not only by official figures reflecting an increase in the 
number of violent offences committed but also by the results of several surveys of 
different professionals which provide worrying support for these fears (Adler et al, 
1983; HSAC, 1987; Rowett, 1986).
The criminal statistics for England and Wales (1997) reflect a 13% increase in 
recorded violent crimes against the person between 1995 and 1996 with the number of 
such offences almost doubling between 1986 and 1996. The incidence of violent 
crime also rose in relation to other forms of crime, comprising 3% of all notifiable 
offences in 1986 and 5% in 1996. Of particular concern is that the rate of increase 
was greater for serious violent crimes: crimes which endangered life increased by 10% 
a year and less serious crimes by 6% a year. Figures for 1997 reflect a similar trend. 
Walker and Caplan (1993) present data that suggests a link between the incidence of 
violence seen in the wider community, and that seen in hospitals.
Concerns in relation to the risk to psychologists arose following a near fatal attack on 
a black clinical psychologist during the course of her work. In response to this, a 
working party was set up to examine the risk of violence faced by the profession. The 
following research reports on a national sample survey which explores the nature and 
degree of risk of violence faced by clinical psychologists at work. A literature review 
was carried out to identify relevant issues that the survey should address. Firstly, it 
explores the incidence of violence at work reported by different professionals, 
especially social and health care workers. Virtually no reference to the level of risk 
experienced by psychologists was found in the literature. Research on risk factors is
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summarised, as is research focussing on the impact of violence at work on its’ victims. 
Policy issues are discussed, particularly focusing on the known under-reporting of 
violent incidents in the workplace, and possible reasons for this. This is important 
when exploring what action the heads of the profession should take to address 
violence at work and attempt to reduce the risks faced. The review also discusses 
research difficulties in this area, particularly focusing on the various definitions of 
aggression that appear in the literature. Finally, there is a section on the background to 
the research.
The Risk of Experiencing Violence at Work 
Introduction
The British Crime Survey (Home Office 1989) identified some of the risk factors 
related to the experience of violence. The unemployed, particularly men, are most at 
risk, and people in paid employment are at greater risk than those who are non­
employed, that is, those who are sick, retired or housewives. A quarter of violent 
offences and more than a third of threats could be attributed to the type of work 
carried out by the victim. Nursing, welfare, security and management of entertainment 
venues were identified as high risk occupations. Teachers were found to be 
particularly at risk from threats, verbal abuse and theft rather than from physical 
violence. Alcohol was a significant factor, being involved in one in ten incidents 
overall. However, when incidents against male workers in the workplace were 
separately examined, alcohol was a factor in 83% of incidents. Figures provided by 
the Health and Safety Executive in 1997 suggest that nurses are five times more likely 
than the average worker to be victims of violence, 34% having been attacked at work 
and 48% threatened with attack. Nurses have also voiced particular fears about 
aggression from colleagues (Farrell, 1997). Social and care workers are also 
vulnerable to being attacked (21%) as are teachers and other education staff (14%). 
Statistics reveal that more than 12% of police and 20% of local authority staff are 
physically assaulted each year. By monitoring attacks on council staff, Hampshire 
Social Services (1991) found that a member of staff was physically abused or 
threatened every two hours. Chester (1993) found that 75% of councils acknowledged
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that violence against staff is a problem and yet a third of these had no policy regarding 
violence at work and 25% did not even record attacks on staff.
Growing concern about the risk of violence to social workers has been evident within 
the last 20 years. Bute (1994) pointed out that six social workers were killed in the 
course of their work between 1978 and 1987. The death of Isobel Schwartz in her 
office in a psychiatric hospital in 1984 caused particular concern, partly because 
threats had been received for some time prior to her killing. Several surveys of the 
extent of violence to social workers have since been reported, the most notable being 
by Rowett in 1986. His results identified a significant underreporting of aggressive 
incidents, with five times as many physical assaults being reported by social workers 
than would have been predicted from official figures. In a five year period, 25% of 
social workers had been assaulted on at least one occasion and 40% of these more 
than once. 24% of these assaults resulted in moderate or severe injury. As has been 
found in other surveys, residential social workers were more at risk than those 
working in the field. Of particular interest were the large individual differences found. 
The average number of incidents experienced was 3.9. However, three female 
residential social workers had been assaulted a total of 256 times, and three males 121 
times. These differences raise issues about the need for training, support and policies 
and procedures relating to high- risk enviroments and client groups.
Similar findings were reported by Saunders (1987), who found that 34% of social 
workers had experienced at least one form of violence over a five year period, with 
57% of these having experienced more than one type. 62% had experienced threat, 
49% physical abuse, 39% physical assault, 11% sexual abuse and 0.76% sexual 
assault. Again field social workers showed a lower rate than residential social 
workers and the most risky areas were homes for the elderly and hostels and day 
centres for the handicapped. Brown et al (1986) reported an overall rate of 29%, with 
45% of residential social workers and 22% of field social workers having been 
assaulted at least once in a three year period. Most incidents occurred in the client’s 
home and more than 50% occurred while undertaking statutory duties. Day Centres 
again presented a high-risk environment.
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Health Care Staff
An early indication of increasing concern about the risk of violence towards health 
care staff was the setting up of a conference by the Department of Health and Social 
Security (DHSS) in 1986 to discuss this issue. As a result, two committees were 
established, to survey the extent of the problem, to identify ways of dealing with it, 
and to report on current practice and the need for central guidelines. MacKay’s 
survey (HSAG, 1987) was the largest of its kind in this country and deserves close 
scrutiny. A random sample of 5,000 NHS staff working in five health authorities and 
representing all occupational groups were circulated with questionnaires. Violent 
incidents were categorised as follows: major injuries (requiring medical assistance) 
minor injuries (requiring first aid only) incidents involving threats with a weapon but 
no physical injury and incidents involving verbal abuse.
Three thousand questionnaires were returned, representing 0.5% of NHS staff 
nationally. Of these, 1 in 200 had suffered a major injury in the previous twelve 
months as a result of being assaulted during the course of their work. Thirty percent 
of these attacks had involved a weapon, 10% of victims had been admitted to hospital 
and 37% were off sick for more than three days. Eleven percent of respondents had 
received minor injuries, 4.6% had been threatened with a weapon and 17.5% 
experienced verbal threats. Major injury was seen primarily in learning disability, 
accident and emergency and psychiatric settings. More than 25% of staff working on 
medical wards and in psychiatric settings received minor injuries as did more than 
20% of those working in geriatric and learning disability settings. More than 55% of 
accident and emergency staff, 38% of medical ward staff and more than 30% of 
psychiatric staff had been verbally abused during this period. When occupational 
groups were separately examined, ambulance staff were most at risk with 42% having 
been verbally abused and more than 17% receiving minor injuries and threats with a 
weapon. Nursing staff also reported a high rate of attack in all categories. This was 
particularly true for student nurses of whom 1.6% had suffered major injury, 36.4% 
minor injury, 13.6% threat with a weapon and 40.2% verbal abuse. Charge nurses 
reported a similar rate of major injury, but lower rates of other forms of assault. Non- 
clinical groups, such as caterers, porters and domestic workers, were also at risk with
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more than 1 in 5 porters reporting being verbally abused and 8% receiving minor 
injuries.
Other surveys have confirmed the particular vulnerability of nurses in psychiatric 
settings (Larkin et al, 1988; Noble and Roger, 1989; Binder and McNeil, 1994) 
especially those working on psychogeriatric wards (Baxter et al, 1992) and temporary 
nursing staff (James et al, 1990). Interestingly, Fottrell (1980) found that the number 
of assaults on nurses increased with a higher nurse ratio, suggesting that the degree of 
face to face contact with patients may be significant. However, Whittington and 
Wykes (1996) questioned this, suggesting that the types of interactions between nurses 
and patients, rather than the degree of face to face contact per se, are crucial.
Interpreting such incidence figures is problematic because of the different 
methodologies and definitions of aggression used in research. Differences also arise 
due to the different time frames sampled and the sampling procedure. Additionally, 
the extent to which survey responders have different experiences from non-responders 
is unknown, leading to potential bias in the results. This can be illustrated by the 
varying results obtained from surveys of general practitioners. For instance Hobbs 
(1991) found that 63% of GPs reported experiencing some form of aggression in the 
previous 12 months, 18% reporting that this occurred at least once a month and 1% 
saying that they were verbally abused every day. Furthermore 11 % reported having 
been assaulted or receiving an injury within a twelve month period. D’Urso and 
Hobbs (1989) found that 4% of GPs had been attacked leading to injury, again within 
a 12 month period. Also, the Health and Safety Advisory Committee found that 0.5% 
of GPs reported receiving a major injury and a similar number a minor injury within a 
similar period. Additionally, 25% reported having been threatened (HSAG 1987). 
Other surveys suggest a figure of approximately 10% of GPs having been assaulted 
and more than 90% suffering verbal abuse (Cembrowicz, 1987; Harris, 1989).
While it is difficult to make sense of the variations in the reported figures, they do 
illustrate that the problem of violence towards health service staff is serious. 
Fortunately, most physical assaults involve minor or no injury (Drinkwater, 1982; 
Pearson et al, 1986). Noble and Roger (1989) found that only 2% of their sample
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suffered major injury as a result of assault, 39% resulting in minor injury and 59% 
resulting in no physical injury. However, Larkin et al (1988), in a special hospital, 
sample found that only 50% could be rated as minor and that within a six month 
period ten life threatening incidents occurred.
Figures from America give a much more serious picture. Homicide is the third 
highest cause of death in the work place in the United States (Pastor, 1995) and a 
study by Goodman et al (1994) found that between 1980 and 1990, 679 workers died 
from injuries, 522 being health care workers. Approximately 20% of these were 
homicides, 73.6% involving the use of firearms. Pharmacists were particularly at risk 
because of their access to drugs.
Psychologists and Psychotherapists
The literature contains few references to the level of risk experienced by 
psychologists. In a nation-wide survey of psychologists practising psychotherapy in 
America, 39.9% reported having been attacked at least once, and 49% had been 
threatened with attack in the course of their work (Biola, 1990). Further studies 
suggest that 42% of psychiatrists and 14% of psychotherapists will suffer assault at 
some time during their careers (Madden et al, 1976; Bernstein, 1981) and 34% of 
psychiatrists and 7% of psychologists are likely to be assaulted within a 12 month 
period (Whitman, Armao and Dent, 1976).
Assessing the Risk of Violence
The risk of experiencing violence is, to some extent, dependent on our ability to 
predict that a risk exists, and to take preventative action. An acceptance that such 
prediction is possible underpins much current thinking and practice in designing 
procedures which aim to improve staff and public protection. While many clinicians 
are confident of their ability to predict who will present a danger to others, research 
does not support their optimism (Monahan, 1984; Kirk, 1989; Menzies et al, 1994). 
When professionals who had been assaulted were asked whether they were able to 
predict the attack, a third to the majority asserted that the incident was completely
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unpredictable (Cooper et al, 1983; Convey, 1986; Breakwell and Rowett, 1989). 
Werner et al (1983) asked 30 psychologists and psychiatrists to predict which of 40 
male in-patients was likely to be aggressive within a week of admission. False 
positives occurred in 25% of cases although they were successful in identifying 40% 
of patients who became violent. Subsequent analysis suggested that judgements were 
being made on the wrong bases. Factors identifying aggressive patients were a lack of 
motor retardation, emotional withdrawal and the presence of hallucinations. McNeil 
and Binder (1991) found that the accuracy of prediction of nurses and psychiatrists 
increased when they were asked to provide probabilities of violence rather than make 
a yes/no judgement.
Poyner and Warne (1986) provided a framework to assess risk:
Figure 1:
An elaborated model of violent assaults at work 
(from Poyner and Warne, 1986)
Situation
Working alone 
Job Location 
Handling cash 
Waiting 
Time 
Territory
O utcom e
Physical injury 
Attempted injury 
Threats with a 
weapon 
Verbal abuse 
Angry behaviour
Assailant 
Personality 
Temporary condition 
Negative/uncertain 
expectations 
Children 
People with dogs
Type o f interaction
Giving a service
Caring
Education
Money transactions
Delivery/collection
Controlling
Inspecting
Robbery
Vandalism
Em ployee
Appearance
Health
Age and experience 
Sex
Personality and 
temperament 
Attitudes 
Expectations
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This model provides a basic framework for use in assessing key aspects of risk, but it 
is only a guide, and the significance of specific risk factors included under each 
heading, and the implieations of their interactions, will vary across work settings.
There have been some attempts to provide a numerical prediction system in which 
particular risk factors are allotted numerical values reflecting their degree of 
contribution to risk (Hall, 1984; Webster et al, 1994,1995), but this exercise is beset 
with problems. The major impediment is the low base rate, which yields a large false 
positive error. There is, however, a general agreement that triggers to aggression are 
multi-factorial. They involve perpetrator and victim characteristics, the nature of their 
interaction and situational factors. These factors will now be considered.
Who are the Perpetrators
Many studies have shown that it is only a small minority of patients who are ever 
aggressive in a hospital setting. Convit et al (1988) found that less than 20% of 
patients in a state hospital were ever aggressive, but of these 22% accounted for 53% 
of violent incidents. Similarly, in a study based on a register of 12,000 incidents 
occurring over a 13 year period in a psychiatric hospital. Noble and Roger (1989) 
found that 53% of violent individuals were responsible for 86% of assaults. Fottrell 
(1980) examined rates in three psychiatric hospitals. On the basis of incident 
questionnaires completed by charge nurses, he found that 18% of violent patients were 
responsible for more than half of the incidents recorded. Rates varied in different 
settings, with acute, intensive care and drug dependency units showing the highest 
incidence. Similar findings have been noted by Tardiff and Sweillam (1979, 1982), 
Hodgkinson et al (1985), Pearson et al (1986) and Larkin et al (1988). Most attacks 
are minor, and many are never recorded (HSAC, 1987; Convit et al, 1990). Adler et al 
(1983) found that 7-10% of psychiatric patients commit sufficiently serious assaults to 
appear in reports.
There have been many attempts to identify which perpetrator characteristics are 
predictive of aggression. Convit et al (1988) proposed a risk factor profile which he 
found accurately predicted whether patients would be aggressive in a hospital setting. 
The factors he identified were having been raised in a deviant family enviroment, a
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history of violent suicide attempts and violent crime, and evidence of neurological 
abnormalities. Krakowski et al (1988) also found that evidence of neurological 
impairment and being from a deviant family background were predictive of repeated 
aggression. James et al (1990), in a study of high dependency wards, found that most 
perpetrators of violence were young, Caucasian, with a diagnosis of schizophrenia and 
detained on section. However, he also found that incidents occurred significantly 
more frequently with greater use of agency staff, suggesting an interaction effect.
Several factors are highly significant in predicting violence, the most important being 
a history of violence (Aiken, 1984; Noble and Roger, 1989; Blomhoff et al, 1990), 
which Poyner and Warne (1986) found correctly identified 80% of those who became 
violent after admission to psychiatric hospitals. Diagnosis is also important, some 
researchers suggesting an increased incidence in patients with schizophrenia 
(Hodgkinson et al, 1985; Pearson et al, 1986; Swanson et al, 1990) and manic 
depression (James et al, 1990). However, in a secure hospital setting, Webster et al 
(1994) found that a diagnosis of schizophrenia was associated with a lower risk of 
violent recidivism. This may be because they were being compared with patients 
detained under the category of psychopathic disorder who, as a group, are more 
aggressive. Yesavage (1983) identified the following features as being particularly 
predictive of violence in patients with a bipolar disorder: being in a manic state; 
current degree of psychosis; presence of a violent act leading to admission and the 
nature of childhood discipline. The presence of delusions and hallucinations, 
particularly command hallucinations, has also been found to be significant (Noble and 
Roger, 1989; Sheridan et al, 1990; Junginger, 1995; Nestor et al, 1995). Tardiff and 
Sweillam (1979) found that different diagnoses seem to be more predictive at different 
ages. They suggested that for those patients who were less than 25 years of age 
diagnoses of non-paranoid schizophrenia or personality disorder were particularly 
significant. Between the ages of 25 and 64 diagnoses of paranoid schizophrenia and 
alcoholism predominated and for those older than 65 years a diagnosis of organic 
brain syndrome was predictive.
Haller and Deluty (1988) suggested that personality factors as well as the type and 
severity of familial violence and childhood discipline, history of assaultive behaviour
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and intellectual factors may be helpful in identifying potential aggressors, particularly 
if there is a focus on severe aggression. Palmstierna and Wistedt (1990) identified a 
history of damage to property or the person, and the abuse of drugs to be predictive. 
Other studies have attested to the predictive value of scores on thinking disturbance, 
hostile suspiciousness and agitation/excitement using the Brief Psychiatric Rating 
Scale (Lowenstein et al, 1990; McNeil & Binder, 1994).
Research on the gender of assaultative patients is inconclusive. Pfeffer et al (1985) 
found that boys were much more aggressive than girls in an in-patient child 
psychiatric unit. Similarly in FottrelPs study (1980) men were predominantly the 
aggressors, as they were in the study by Pearson et al (1986). Others have found equal 
numbers of male and female perpetrators (Tardiff and Sweillam, 1982; James et al, 
1990) while some studies have found that more women than men commit assaults 
(Hodgkinson et al, 1985; Larkin et al, 1988). Convit (1996) suggested that women in 
their late teens or early twenties may present a particular risk. Depp (1983) found that 
63% of aggressors and 62% of victims were men, only a very small number of 
assaults involving both males and females. In relation to race, most studies have 
found that the majority of aggressors are Caucasian (Tardiff and Sweillam, 1979; 
Tanke and Yesavage, 1985) although Noble and Roger (1989) and James et al (1990) 
found no relationship between ethnicity and assaultativeness. 90% of cross-gender 
assaults were initiated by black patients.
Who are the Victims
In psychiatric settings, research has found that other patients and nurses are most 
likely to be the victims of attack. While Pearson et al (1986) found that attacks on 
patients were more frequent than attacks on nursing staff most studies have found the 
opposite to be true (Noble and Roger, 1989; Binder and McNeil, 1994). Lanza et al 
(1991) found no differences between assaulted and non-assaulted nurses in terms of 
age, body size, length of time as a nurse, length of time in mental health and number 
of times previously assaulted. The only significant difference was that non-assaulted 
nurses tended more often to be married. Studies by Whittington and Wykes (1994) 
and Whittington et al (1996) found that youth and inexperience increased the risk to
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nurses. Similar factors have been found to increase the risk to psychiatrists (Carmel 
and Hunter, 1991).
Type o f Interaction
The type of interaction between victim and perpetrator is important. (Convit, 1988; 
Sheridan et al, 1990; Whittington and Wykes, 1991). A significant factor increasing 
the risk to nurses is that they are more involved in setting and enforcing limits on 
behaviour than other professions, for instance, preventing a detained patient from 
leaving a ward or insisting that they do something they do not want to. Similarly, 
most attacks on social workers occurred when they were undertaking statutory duties, 
for instance taking a child into care or admitting a patient to a psychiatric hospital 
against their will. (Brown et al, 1986.) Other risky interactions include withholding 
services or information, criticising the client, persuading a client to do something 
against their wishes and intervening to protect a third party (Rowett, 1986; Aiken, 
1984; Smith and Cantrell, 1988).
Other Risk Factors
The increasing trend towards community rather than institutional care has raised 
concerns about the risk to health care workers doing home visits. There appears to be 
little literature on this, although Brovm et al’s study of social workers (1986) suggests 
that staff in day and residential centres are twice as likely to be victims of aggression 
as field workers. With field workers, however, most attacks occurred in the client’s 
home. The Health Services Advisory Committee (1987) found that there were lower 
rates of physical assault in the community but higher rates of verbal aggression. 
Admission and locked wards have been found to have relatively high rates of 
aggression (Fottrell, 1980; Lion et al, 1981; Hodgkinson et al, 1985; Larkin et al, 
1988).
Research results examining the riskiness of particular days and times of day have been 
inconsistent and are likely to vary depending on the events occurring on the ward. 
Visits by relatives, meal times and times of ward rounds have been associated with an 
increased risk (lonno, 1983; Cooper et al, 1983; Larkin et al, 1988). Times when there
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are fewer structured activities as well as times when a high activity period has been 
preceded by a low activity period have also been suggested as risky (Fottrell, 1980; 
lonno, 1983; Hodgkinson et al, 1985). However Winger et al (1987) found that when 
patients were given greater control over daily activities the frequency of assaults 
decreased.
The Effects of Assaults on Staff
Whilst most aggression against health care workers does not result in serious physical 
injury, nevertheless research suggests that the physical and psychological 
consequences may be significant. Wykes and Whittington (1994) summarise the 
symptoms identified by research studies on health care workers following assault.
Figure 2:
Symptoms identified by research studies on health care workers 
in the 10 days following assault
Symptom Research studies identifying  
this symptom*
Shock, disbelief 1,2,4
Anger, irritability
Anxiety 1,2,3,5,
Helplessness 1,2,
Sadness, depression 1,2,3,5,
Feeling sorry for the aggressor 1,2,
Feeling responsible for the assault 1,2
Hyperalertness 1,2,5
Intrusive thoughts 3,5
Ruminations 3,5
Desire for alcohol, food or drugs 3
Headaches 3
Soreness 1,2
Fatigue 3
Muscle tenseness 3
*Data from: l=Lanza (1983, 1984), 2=Poster and Ryan 0989), 3=Whittington and Wykes (1989, 1992), 4=Rowett (1986), 
5=Wykes(1993).
While most staff report minimal reactions to assaults, Lanza (1983) found that 21% of 
attacks in a veterans neuropsychiatrie hospital were life threatening and 65% of 
victims took more than a week to recover. Ryan and Poster (1989) found that after a 
week, 67% of victims reported emotional and biophysical symptoms and 22%
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reported continuing effects a year after the assault, even where no serious injury had 
been received. Reactions commonly reported included a sense of helplessness, hyper­
alertness, shock, disbelief, anger and feeling that they should have prevented the 
incident. Whittington and Wykes (1989, 1992) found that although many victims 
reported that they were unaffected by an attack, the results of a symptom profile 
suggested that there were clear repercussions. They concluded that being in the caring 
professions may render it more dififficult to admit to problems, because of a belief 
that they should be able to cope with any eventuality and not make a fuss. Colson et 
al (1986) suggested that staff who are assaulted on wards, yet work away from them, 
may show less fear and helplessness than nurses and occupational therapists who are 
ward based. Not being able to distance yourself from the site of an attack or control 
the threat of being re-exposed to aggression, as well as facing the reactions of those 
who witnessed the attack, add to the level of stress experienced. Again anger was the 
major emotion expressed by victims in their study.
A major survey of GPs in the West Midlands, covering both rural and inner-city 
locations, obtained information from 1093 respondents, representing 41% of the 
sample approached. Of these, 63% had been victims of aggression in the previous year 
(Hobbs 1991, 1994a,b). When asked how this was affecting them, 74% admitted to 
feeling fearful on night visits, 20% feeling severely frightened and 6% admitting that 
they were always frightened when doing night visits. Furthermore, following assault, 
7% felt less committed to medicine, 4% felt less confident and 4% admitted to 
prescribing to angry patients on demand. A further 2% refused to visit certain areas 
because of fears for their safety. These results reveal worrying implications in terms 
of the services provided and the practice of health care workers who have been 
assaulted. Rowett (1986) found that only three of the 60 social workers who had been 
assaulted felt that they had been unaffected by this. Ten percent felt that the assault 
had had a permanent effect on their confidence and a further 18% a temporary effect.
Others have pointed out that even if there is no physical injury there is likely to be 
psychological distress (Lanza, 1983; Ryan and Poster, 1989; Whittington and Wykes, 
1992). Mezey and Shepherd (1994) suggest that assaults often lead to self blame and 
guilt as well as a sense that the working environment is unsafe, resulting in victims
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experiencing higher overall levels of anxiety. It may be very difficult for someone 
who has been assaulted to regain a sense of safety and of being in control at work.
Responding to the Threat of Violence in the Workplace
Employers not only have a statutory duty under the Health and Safety at Work Act 
(1974) to attend to the safety of their employees, but also have to comply with a 
European framework directive which emphasises the importance of risk assessment 
and preventative strategies. In order to facilitate this work, Greaves (1994) set out 
lists of questions to aid employers in assessing and addressing aspects of health and 
safety at work, including training issues. While there have been many publications 
aimed at promoting this task (ADSS, 1987; DHSS, 1988), anxieties remain that the 
situation is not being tackled robustly enough. Chester (1993) found that 75% of 
councils acknowledged that violence against staff was a problem and yet a third of 
these had no policy regarding violence at work and 25% did not even record attacks 
on staff.
Under-reporting o f Violent Incidents
Although there is a statutory requirement to report all incidents of violence on wards, 
it is known that under-reporting is generally the norm (Turnbull et al, 1990; Swanson 
et al, 1990; DHSS, 1988). Convit et al (1990) found that under-reporting particularly 
occurred in relation to patients who repeatedly assault others. In the HSAC study 
(1987) 70% of major incidents were recorded, 35% of minor incidents, 31% of threats 
with a weapon and only 18% of verbal threats. In Rowett’s (1986) study only 20% of 
incidents of physical violence were recorded, and similar figures were obtained by 
Lion et al (1981). Stockdale and Philips (1991), in their study of two local authorities, 
found that only a third of incidents involving threatening or aggressive behaviour were 
recorded compared with two thirds of incidents involving physical attack or violence. 
This was significant in that both authorities had specifically attempted to address 
problems of aggression in the work place. A gender difference in reporting rates was 
noted by Larkin et al (1988), so that 80% of assaults on a male ward, but only 60% of 
assaults on a female ward, were reported.
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Infantine and Musingo (1985) found that the frequency of reporting increased in 
relation to the severity of injuries received This finding is clearly significant in that 
some research suggests that threats of violence can be just as disabling as physical 
violence (Brown et al, 1986). In addition, many incidents of physical violence are 
preceded by verbal abuse and threats (Rowett, 1986). Direct threats had been made to 
Isobel Schwartz, social worker, for six months prior to her killing by Sharon 
Campbell, but had clearly not aroused the degree of concern that subsequent events 
suggested.
Several authors have discussed the reasons for under-reporting, which include attacks 
being so frequent that staff become inured to them and accept them as part of the job 
(Lion et al, 1981; Soloff, 1983; Tardiff, 1984; Lanza and Campbell, 1991). Others 
have pointed to a reluctance to do the necessary paperwork (Lion et al, 1981; Lanza 
and Campbell, 1991). Norris (1990) found that 84% of his sample felt reluctant to 
report incidents because of fears of being blamed. This finding was also echoed in 
reports by Lion et al (1981), Rowett et al (1986), and Lanza and Campbell (1991). 
Several of these studies also suggested that staff were anxious about being seen as 
inadequate, unskilled or negligent. Smith (1988) suggested that black staff may be 
particularly wary of reporting incidents, although his evidence for this is unclear. A 
further worrying finding is that where incidents had been reported, the victims often 
found the responses of managers to be unhelpful (Rowett et al, 1986; Baxter et al, 
1992^
Interesting contradictions in attitudes were revealed by Baxter et al (1992). For 
instance, while 93% of psychiatric nurses felt that all incidents, however minor, 
should be reported, 23% of the sample admitted failing to report a recent assault. 
Similarly 70% of nurses felt that those assaulted invited attack, while at the same time 
44% felt that hospital administrators often unfairly blamed nurses for provoking 
assaults. Similarly, 78% of both assaulted and non-assaulted social workers 
considered that those who had been assaulted were more provocative, authoritarian, 
inexperienced and incompetent. A measure of hostility across the sample failed to 
reveal any differences between the two groups (Rowett, 1986).
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Breakwell (1989) suggested that two factors contribute to peoples’ perception of the 
causality of assaults. Firstly, she noted the differences in actor/observer attributions 
for events. That is, if asked to explain our own behaviour we are more likely to do 
this in terms of situational factors, whereas if asked to explain the behaviour of 
someone else, we are more likely to focus on their personal characteristics. Secondly, 
she referred to the “just world” hypothesis, which suggests that people generally 
believe that if something bad happens to someone that they must have deserved it in 
some way. These findings clearly suggest a very unhelpful dynamic, which gets in the 
way of understanding and addressing the range of problems experienced.
In summary, it is clear that there is significant under-reporting of all types of 
assaultative incidents in both health and social service settings even when specific 
attempts have been made to address this problem by those in authority. Saunders 
(1987) found that managers were often considered insensitive and felt not to be taking 
aggressive incidents seriously enough, including failing to put into place changes that 
would increase the safety of staff. Many of those who have suffered assaults have 
found the responses of their organisations unhelpful, and fears that they may be 
blamed or believed to be incompetent are borne out in several studies (Rowett, 1986; 
Baxter et al, 1992).
Research Issues
Attempting to make sense of incidence figures and risk factors is made particularly 
complex due to the different methodologies used by researchers including the 
definitions used, the means of gaining information, and whether the study is 
retrospective or prospective. Under-reporting is a significant factor (Swanson et al, 
1990; Stockdale and Philips, 1991) as is the difficulty of applying an experimental 
design and having control groups. Also, the base rate problem seriously impedes 
research aimed at increasing our ability to predict when violence is likely to occur.
Furthermore, the emphasis in both research and practice has been on physical assault 
while verbal abuse is taken far less seriously and some assaultative behaviour, 
particularly that involving sexual harassment and assault and racial abuse, is rarely 
specifically reported on.
108
Definitions o f Aggression
There is some suggestion in the literature that our definitions of aggression may have 
become much broader over the years. For instance Whittington (1994) refers to a 
German study by Ekblom in 1970 where he quotes a study by Laehr in 1889 in which 
the only definition of aggression used related to the murder of psychiatrists. Some 
definitions have focused only on physical aggression (Tardiff and Sweillam, 1982), 
while others have included verbal abuse and threats (HSAC, 1987; Hobbs, 1991). 
Breakwell (1989) argued that aggression always involves inflicting harm or injury on 
someone else against their wishes, thereby incorporating both physical and 
psychological injury. Blackburn (1993) distinguished between ‘violence’, which he 
defined as a physical act and ‘aggression’ under which all verbal behaviour, including 
threats, as well as physical abuse could be included. Rothenburg (1971) included only 
instrumental aggression, his definition being “a forceful inappropriate non-adaptive 
verbal and physical action designed to pursue personal interests”.
The definition of the Health Services Advisory Committee (1987) incorporated the 
following:
requiring medical assistance (major injuries) 
requiring first aid only (minor injuries) 
involving threat with a weapon (no physical injury) 
involving verbal abuse
The last two were specifically included because of their potential to escalate into 
physical acts of aggression and also because of the serious effects of prolonged 
exposure to threats and verbal abuse.
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Hobbs’ (1991) definition was even broader, as follows: 
verbal abuse
verbal abuse with specific threats (eg shaking fist) or with physical action 
against inanimate objects (banging a table, throwing an object, forcing a door) 
physical action against a person without injury (pushing or obstructing) 
physical violence with minor injury 
physical violence with severe injury
The definition suggested by Wykes (1994) is as follows:
physical assault: an assault with or without a weapon which results in actual
physical harm; this includes sexual assaults;
physical abuse: attempted assault that did not result in actual harm;
threats: verbal or written threats which suggest harm to a person or property.
This category includes sexual harassment or other forms of inappropriate
sexual behaviour;
damage to property belonging to a person or organisation:
In addition, self-harm was included in the definitions applied by Fottrell (1980).
Clearly, then, the range of definitions used is very wide, some focusing only on 
physical injury and assault, others making a distinction between physical and verbal 
abuse and others including much broader forms of abuse including threats, sexual 
harassment racial abuse and self-harm.
Rationale for the Research and Questions Addressed
The following research was carried out by a working party of the Service 
Development Sub-Committee of the Division of Clinical Psychology which was set 
up following a near-fatal attack on a black clinical psychologist during the course of 
her work. The working party was asked to examine the risk of violence faced by the 
profession in relation to the expanding roles and work settings in which psychologists 
operate. It was also asked to provide advice on how the profession should address this
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risk. The incident triggering this work raised issues of racism, sexism and community 
care, and highlighted the need for the profession to urgently address the risk of 
experiencing violence at work.
It has generally been assumed that violence and aggression towards clinical 
psychologists is relatively rare, but there is a dearth of factual information to support 
or refute this. As a basis for providing advice on the nature and degree of risk which 
exists, and ways of addressing this risk, a national sample survey of the extent to 
which psychologists encounter violence at work was carried out. The survey sought to 
answer the following questions:
1. What is the extent of various types of aggression experienced by 
psychologists?
2. Does the extent of violence experienced depend on such factors as the gender, 
specialism, seniority and work setting of the psychologist?
3. What level of risk are psychologists exposed to?
4. How prepared and supported are psychologists in terms of receiving training in 
the prevention and management of aggression and in being supported if 
aggression occurs? Also, to what extent do departments have specific policies 
and procedures pertaining to aggression in the work place?
5. How do psychologists experience and respond to incidents of aggression?
I l l
METHOD 
Sample Surveyed
All clinical psychologists employed in the eight districts used in the Manpower 
Advisory Services Review (MAS 1989) were approached to take part in the research. 
These districts, which included Medway, North Warwickshire, Newcastle, Leicester, 
Exeter, East Berkshire, West Suffolk and Riverside, were used because they had been 
selected as representative of the national picture in terms of size of district, 
geographical spread and type of population (urban or rural) served.
Survey Instruments (See Appendix 1)
Each psychologist received a survey form to which was attached two incident 
questionnaires, the first asking about the most serious incident of aggression 
experienced and the second the most frightening.
Survey Questionnaire
There were five sections as follows:
1 Basic demographic information (sex, race, grade, number of years as a 
clinical psychologist, specialism).
2 Questions relating to the experience of violence and aggression at work.
The definitions used were as follows:
• physical aggression - a physical expression of anger directed towards 
the body (e.g. pushing and punching) or towards property (e.g. 
overturning furniture, throwing chairs);
• verbal abuse - a verbal outburst expressing anger towards the recipient 
causing a sense of alarm or arousal;
• verbal aggression - a verbal outburst expressing anger about another 
person or situation causing a sense of alarm or arousal in the recipient;
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• threats or menaces - a threat of attack which may or may not involve
the use of a weapon;
• fear of attack - a personal sense of a threat not identifiable by any of
the above;
• racial harassment;
• sexual harassment;
Recipients were also asked whether a weapon had been used in relation to 
threats or menaces and fear of attack.
These definitions aimed to cover the complete range of behaviour which could 
be considered aggressive, and, in particular, included sexism and racism 
because of their relevance to the event triggering this work.
3 Questions concerning the experience of the above types of violence within the 
last year, whether they had clients with a history of violence, and the 
frequency with which situations involving a risk of attack arose within their 
current work.
4 Experiences of violence/aggression from colleagues.
5 The extent to which psychologists felt equipped to deal with aggressive 
incidents, whether or not they had received relevant training in this area, and 
the existence of departmental policies on the prevention and management of 
aggression.
Incident Questionnaires: Forms 1 and 2.
In order to obtain more detailed information about the types of aggression that 
psychologists’ experience at work, respondents were asked to complete a 
questionnaire in relation to the most serious incident of 
abuse/aggression/threat/harassment that they had suffered. In order to identify 
potential risk factors, information was sought on the characteristics of the victim and 
perpetrator, the situation in which the attack occurred and the personal and
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institutional repercussions of the attack. They were also invited to complete a 
second identical questionnaire in relation to the most frightening incident experienced. 
This was in recognition of the potentially negative repercussions of experiencing fear 
at work. These questionnaires not only addressed the nature of the attack and 
details of the assailant, but also sought information on the outcome. This included 
the psychologists’ attitude and reaction to the attack, as well as the responses of 
others and the institutional setting.
Questions covered:
1. The nature and circumstances of the attack/threat.
2. Demographic details of the assailant including age, sex, race, diagnosis,role in
relation to the hospital and victim.
3. Assailants history of aggression.
4. How the victim dealt with the attack, and who they told about it.
5. How the victim viewed the attack, and how they were affected by it.
Procedure
District psychologists were approached in each of the districts sampled. They were 
sent survey forms and asked to circulate them to all psychologists in their 
departments, collect completed forms and return them to the working party. It was not 
only expedient to circulate the survey forms in this way but it was also hoped that this 
would increase return rates. District psychologists were also asked to supply 
information concerning the number of psychologists currently employed in their 
departments and their grades.
Response Sample
Questionnaires were returned by 61% (116) of psychologists in the surveyed districts. 
Numbers returned from each district were as follows: East Berkshire 12, Exeter 22; 
Leicester 19; Medway 10; Newcastle 15; North Warwickshire 12; Wandsworth 21; 
West Suffolk 5. The response rate varied from 41% (Exeter) to 100% (Medway).
The sample comprised 66 women, 48 men and two respondents who did not specify
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their gender. All but three of the sample were white, with a majority (85.6%) being 
English, Scottish or Welsh. Twenty-nine of the sample were top grade psychologists, 
39 principals, 34 seniors, 7 basic grades and 7 trainees. They represented 30% of 
trainees, 13% of basic grades, 69% of senior, 78% of principals and 76% of top grade 
psychologists sampled. Therefore, there was a tendency for trainees and basic grade 
psychologists to be under-represented compared with other grades in the sample 
returning forms. National Professional Manpower Initiative (NPMI) figures support 
this conclusion. These figures suggest that the sample comprised 3% of basic grades, 
5.1% of seniors, 6.4% of principals and 8.6% of top grade psychologists in post at that 
time. The average number of years working as a psychologist was 11.5 years with a 
standard deviation of 6.9 and a range between 1 and 32 years. Respondents covered a 
wide range of specialties including 35 working in adult mental health, 22 in child 
psychology services, 14 in learning disability, 8 with the elderly, 8 in 
neuropsychology, 6 in health psychology, 5 in psychiatric rehabilitation, 4 in forensic 
psychology, 3 in substance abuse and 4 in other services. NPMI figures suggest that 
the sample comprised 4.6% of psychologists working in adult mental health, 7.5% 
with children and adolescents, 4.2% in learning disability, 6.3% with the elderly, 17% 
in neuropsychology, 11% in health psychology, 6.1% in substance abuse and 8.1% in 
forensic services.
Sixteen per cent felt that they were working in a high-risk setting. This was a 
subjective judgement, as a definition was not specified. 55.3% felt that a risk of 
aggression presented itself at least yearly, 17% at least monthly and 5% at least 
weekly. 11.4% felt that risky situations never arose in the course of their work.
81.4% were currently working with clients with a history of physical aggression, 
72.1% with a history of verbal abuse and 74.1% with a history of verbal aggression.
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RESULTS
The Extent of Various Types of Aggression Experienced by Psychologists
The frequency of various types of aggression experienced by the sample of clinical 
psychologists obtained is illustrated in Table 1.
Table 1: Frequency of experiencing aggression from clients or their relatives at work
Never 1-2 3-5 6-10 >10
times times times times
Physical violence N 56 22 18 8 6
to self % 50.9 20.0 16.4 7.3 5.5
Physical violence N 36 31 21 8 13
to property % 33.0 28.4 19.3 7.3 11.9
Verbal abuse N 33 30 25 9 17
% 28.9 26.3 21.9 7.9 14.9
Verbal aggression N 18 35 25 14 22
% 15.8 30.7 21.9 12.3 19.3
Threats or N 68 26 11 8 2
Menaces % 59.1 22.6 9.6 7.0 1.7
Threats or Menaces N 49 13 3 0 0
with a weapon % 75.4 20.0 4.6 0 0
Fear of attack N 71 18 6 5 5
% 67.6 17.1 5.7 4.8 4.8
Fear of attack N 46 6 2 2 0
with weapon % 82.1 10.7 3.6 3.6 0
Racial harassment N 95 12 0 0 0
% 88.8 11.2 0 0 0
Sexual harassment N 60 30 13 2 2
% 56.1 28.0 12.1 1.9 1.9
It can be seen that nearly 50% of psychologists sampled had been physically attacked 
in the course of their work and over two-thirds had experienced aggression towards 
property. 12.8% of respondents had experienced physical attack six or more times 
and 19.2% attacks against property six or more times. 11.9% had experienced such 
attacks more than ten times. The experience of verbal abuse and aggression was, as 
expected, even higher with 71.1% having experienced verbal abuse and 84.2% verbal 
aggression. 22.8% of the sample had experienced verbal abuse six or more times and 
31.6% had experienced verbal aggression six or more times. 40.9% had been 
threatened in the course of their work and for 24.6% this had involved a weapon. 
32.4% had been frightened of being attacked and in 17.9% of cases a weapon was
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involved. 11.2% had experienced racial harassment, including two of the three black 
psychologists in the sample. Sexual harassment was reported by 43.9% of the sample.
Table 2 shows that it is not only from clients that clinical psychologists may 
experience aggression:
Table 2 The experience of aggression from colleagues
Men
(N=41)
Women
(N=51)
Total %
Physical aggression 3 2 5 5.6
Verbal abuse 13 9 22 23.9
Verbal aggression 12 8 20 21.7
Threats or menaces 3 1 4 4.4
Fear of attack 2 1 3 3.3
Fear of attack with weapon 0 0 0 0
Racial harassment 1 1 2 3.3
Sexual harassment 4 24 28 31.1
5.6% of respondents had experienced physical violence, 23.9% verbal abuse, 21.7% 
verbal aggression and 31.1% sexual harassment from colleagues. There was a 
significant gender difference with 48% of women and 10% of men reporting such 
harassment (Chi-square =15.0, p< .0001).
While overall rates are clearly important, rates within the past year enable a more 
accurate assessment of the risks that psychologists currently face.
117
Table 3: The experience of aggression from clients or relatives in the past year
N=92 %
Physical aggression 16 17.4
Verbal abuse 34 37.0
Verbal aggression 45 48.9
Threats or menaces 14 15.2
Fear of attack 22 23.9
Fear of attack with weapon 3 3.3
Racial harassment 2 2.2
Sexual harassment 13 14.1
Factors Potentially Affecting the Extent of Violence Experienced 
1. Gender
Table 4: The relationship between gender and the experience of
aggression at work
Male
(N=46)
Female
(N=62)
Chi square
Physical violence N 23 31 3.2
to self % 50.0 50.0 NS
Physical violence N 31 41 4.0
To property % 67.4 67.2 NS
Verbal abuse N 32 47 1.8
% 68.1 72.3 NS
Verbal aggression N 39 55 6.7
% 81.3 85.9 NS
Threats or menaces N 19 28 .62
% 39.6 43.1 NS
Threats or menaces N 7 9 .82
with a weapon % 23.3 25.7 NS
Fear of attack N 8 25 8.1
% 17.8 43.1 NS
Fear of attack N 4 6 .37
with a weapon % 16.0 19.35 NS
Racial Harassment N 3 7 .64
% 6.8 11.5 NS
Sexual Harassment N 8 37 22J
% 18.2 60.7 p< .0001
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From Table 4 it can be seen that the only gender difference found in the experience of 
aggression relates to the preponderance of women reporting sexual harassment. 
When data relating to the past year was examined, no significant gender differences 
were found.
2. Experience and Grade
Table 5 illustrates the relationship between number of years working as a psychologist 
and the experience of different types of aggression.
Table 5: The experience of aggression as a function of years in
the profession
0-5 
years exp.
N=24
6-10 
years exp.
N=32
>10
years
exp.
N=54
Chi-square
Physical violence N 7 14 33 13.4
to self % 292 43.8 61.1 NS
Physical violence N 9 21 43 15.5
to property % 39.1 65.6 79.6 p< .05
Verbal abuse N 11 29 41 17.3
% 45.8 85J 73.2 p< .03
Verbal aggression N 18 26 52 8.2
% 78.3 76.5 91.2 NS
Threats or menaces N 4 13 30 14.0
% 16.71 37.1 53.6 NS
Threats or menaces N 1 2 13 3.6
with weapon % 12.5 12.5 31.7 NS
Fear of attack N 8 11 15 6.0
% 34.7 35.5 30.0 NS
Fear of attack N 2 2 6 3.5
With weapon % 20.0 13.3 19.4 NS
Racial harassment N 3 4 5 0.5
% 15.0 11.8 9.4 NS
Sexual harassment N 9 15 23 13.6
% 42.9 42.9 45.0 NS
Though these results suggest that a significant relationship exists between the number 
of years working as a clinical psychologist and having experienced violence towards 
property (p< .05) and verbal abuse (p< .03), applying the Bonferroni correction 
suggests a need for caution. The data also suggests a possible relationship between 
the length of time working in the profession and being physically attacked or 
subjected to threats or sexual harassment. However, these results failed to reach
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statistical significance. There was no relationship between experiencing aggression 
in the past year and the number of years working in the profession and current grade. 
These results suggest that the number of years exposed to risk is more important than 
the seniority and experience of the psychologist per se.
3. Speciality
Table 6 examines the experience of aggression by psychologists working in different 
specialities. As can be seen, significant differences between specialties were found in 
the experience of physical aggression, verbal abuse, verbal aggression and threats and 
menaces. This suggests that neuropsychologists are most at risk of physical 
aggression with those working in learning disability, psychiatric rehabilitation and 
substance abuse also having high rates. However, applying the Bonferroni correction 
suggests caution in assuming that the findings regarding physical aggression and 
verbal abuse are robust. The Fisher Test was used to determine which differences 
were significant for each type of abuse. This suggested that people working in 
learning disability and neuropsychology were more likely to have reported physical 
aggression within the previous year than those working in adult mental health. Those 
working in learning disability, neuropsychology and with the elderly were more likely 
to report verbal aggression than those working in health psychology, and rates for 
those working in learning disability and neuropsychology were also higher than those 
reported by child psychologists. Similarly, those working in forensic settings reported 
higher levels of verbal abuse than those working with children. Finally, in relation to 
threats and menaces, psychologists working in rehabilitation reported higher rates than 
those working in elderly, child and adult services, and those working with substance 
abuse reported higher rates than those working with children. It was interesting that 
no incidents of physical aggression were reported by the three forensic psychologists 
sampled. This raises the possibility that working in a setting where others are more 
aware of potential dangers and where security measures are likely to be in place 
reduces the risk. The high rates of verbal aggression experienced generally is notable 
as is the high rate of threats experienced as well as a high rate of fear of attack 
reported by those working in psychiatric rehabilitation, substance abuse and to a lesser 
extent in forensic work, neuropsychology and learning disability.
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How Prepared Do Psychologists Feel in Dealing with Aggression?
When asked how confident they felt when dealing with physically aggressive 
incidents, 23.9% of the sample felt confident in most cases, 49.6% moderately 
confident and 26.5% not at all confident in such situations. There was a greater 
confidence in dealing with verbal aggression with only 6.9% feeling not at all 
confident, and more than 50% being confident in most cases. The majority of 
respondents (58.4%) had not received any training in the prevention and management 
of aggression. 62.3% felt in need of further training and 24.8% felt confident enough 
to provide such training to others.
The Existence of Policies and Procedures Relating to Aggression
Answers to the question about whether psychology departments had a specific policy 
on the prevention and management of violence were difficult to interpret because 
different members of departments gave different replies to this question. There was no 
district in which all psychologists answered this question in the same way. The 
highest level of agreement within a district was 91.7%. In part, the disagreement may 
have been due to some sections of a district having policies whilst others did not. 
Over the total sample, 28.4% thought that there was a policy in their departments and 
39.4% that there was not. The fact that 32.1% of respondents did not know whether 
or not there was a policy is a matter of concern.
Reports of Specific Incidents
Fifty-six psychologists returned incident forms (see Appendix I) reporting on 66 
events which described the most serious or most frightening aggressive incident in 
their careers. Ten psychologists described both serious and frightening incidents 
with 53 serious incidents and 13 frightening incidents being reported. 77.1% of 
serious incidents and 53.8% of frightening incidents occurred within the work place 
and 17.5% of serious incidents and 38.5% of frightening incidents occurred in 
community settings. Other incidents occurred in the grounds of the work place apart 
from one which occurred at the psychologists home.
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Table 7: Nature of setting where incident occurred
Serious 
N %
Frightening
N %
Psychiatric Ward 16 32.7 2 16.7
Rehabilitation Ward 4 8.2
Regional Secure Unit 5 10.2
Office 11 22.4
Hostel 2 4.1
Day Centre 6 12.2 6 50.0
Youth Treatment Centre 1 2.0
Patients Home 4 8.2 3 25.0
Psychologists Home - - 1 8.3
The majority of incidents (74%) occurred within office hours. For 81.8% of 
frightening incidents this occurred when the psychologist was alone, whereas this was 
only true of 50% of the most serious incidents. In 68.3% of cases no injury was 
received, although some respondents mentioned the psychological distress caused. 
23.9% resulted in minor injury and 7.9% in injury necessitating medical intervention.
Table 8: The impact of bystanders actions
N
Serious
%
Frightening
N %
Positively helpful 20 48.8 3 42.9
Positively unhelpful 9 22.0 1 14.3
Neither 12 29.3 3 42.9
As can be seen from Table 8 the behaviour of others was generally seen as either 
helpful or neither helpful nor unhelpful, although in a significant minority of cases 
their behaviour was seen as unhelpful. In 9.3% of the most serious and 36.4% of the 
most frightening incidents there was felt to be some sexual intent in the attack, but 
none of the incidents was felt to be racially motivated. In approximately a quarter of
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serious incidents and a third of frightening incidents the psychologist was not aware 
that the situation presented a risk. Table 9 shows the extent to which the psychologist 
involved felt with hindsight that the incident could have been prevented.
Table 9: With hindsight, could the incident have been prevented?
Serious 
N %
Frightening 
N %
No 18 34.0 5 50.0
Yes 16 30.2 1 10.0
Only by avoiding the 19 35.8 4 40.0
situation
Only two incidents involved statutory proceedings, suggesting that this is not a major 
factor in predicting violence to psychologists. 77.8% of psychologists involved in 
the most serious incidents and 83.3% in the most frightening incidents felt that they 
had dealt with the situation adequately. The majority of psychologists told others 
about the incident with just over 9% of those involved in the most serious incidents 
not revealing the incident to anyone. Table 10 records who they told:
Table 10: Who was told of the incident (multiply-coded)
N (=59) %
Head of Department 28 47.5
Other Psychologist 39 66.1
Other Colleague 45 76.3
Security Personnel 6 10.2
Friends 21 35.6
Other 19 3Z2
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The average number of people told was 2.5, non-psychology colleagues being 
particularly likely to be told about attacks. This may be because they are most likely 
to be also working with the attacker as part of the team.
Of particular note is the fact that in more than 50% of cases the head of department 
was not made aware of the incident and, in many cases, neither were other 
psychologists in the department. 66.7% of those involved in serious incidents and 
81.8% of those involved in frightening incidents felt that the support they received 
was adequate. An incident form was only completed in 27.8% of serious incidents 
but for none of the frightening incidents. Although an alarm system was available in 
14 cases, it was only activated in two incidents. Reasons given for not activating the 
alarm were that this had already been done, it was unnecessary as other people were 
available or that the psychologist felt confident in controlling the situation without the 
need for this. In 44.2% of serious incidents and 66.7% of frightening incidents the 
psychologist reported that they had changed their practice as a result of this event. In 
addition, changes to departmental policies were instituted following approximately 
11% of incidents overall.
Assailant Details
As can be seen from Table 11 the majority of aggressive incidents were perpetrated 
by patients, particularly those who were currently being seen as in-patients or out­
patients.
Table 11: Patient Status
Serious 
N %
Frightening 
N %
In-patient 24 46.2 3 23.1
Out-patient 18 34.6 8 61.5
Day Patient 4 7.7 -
Other 6 11.5 2 15.4
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Men were responsible for 63% of the most serious incidents and 53.8% of the most 
frightening incidents. In two cases of frightening incidents the attack was perpetrated 
by a couple. The average age of perpetrators of serious incidents was 28.9 (s.d. 
10.75) with a range between 12 and 70 years. Seven incidents were perpetrated by 
those under 20 years of age. The age range was smaller for those responsible for 
frightening incidents with an average age of 32.23 (s.d. 7.25) and a range of 20 to 43 
years. All those responsible for frightening incidents and 92% of those responsible 
for serious incidents were of Caucasian background with just over 5% of serious 
incidents being perpetrated by those of African or Caribbean origin.
The majority of perpetrators of serious incidents had diagnoses of either 
schizophrenia (21.2%), personality disorder (27.3%) or learning disability (30.3%) 
and for frightening incidents, personality disorder predominated (38.5%). A fifth of 
those involved in serious incidents were detained under the Mental Health Act and the 
majority (83.3%) involved in serious incidents and 70% of those involved in 
frightening incidents were known to the psychologist involved.
Table 12 records the assailants history of previous aggression. Most notable is that 
for both serious and frightening incidents the majority of assailants had a history of 
various types of aggression in the past year. For a sizeable number of others their 
history was unknown.
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Table 12: Assailants History of Previous Aggression
Physical Verbal Abuse/ 
Aggression
Threats or M enaces
Serious Frightening Serious Frightening Serious Frightening
None N 3 3 6 I 3 1
% (5.8%) (25%) (11.8%) (9.194) (5.9%) (9.1%)
Not in year
prior to N 3 - 4 - 4 -
incident % (5.894) (7.8%) (7.894)
In year N 27 7 25 8 26 8
prior to % (51.994) (58.3%) (49%) (72.7%) (51.094) (72.7%)
incident
Do not N 19 2 16 2 18 2
know % (36.5%) (16.7%) (31.494) (18.2%) (35.3%) (18.2%)
In 13.2% of the most serious and 16.7% of the most frightening incidents, the 
perpetrator was intoxicated by alcohol or drugs at the time of the attack.
Qualitative Data Analysis
In order to achieve a clearer understanding of the impact of aggressive events, it was 
considered important to examine the ways in which victims themselves described 
incidents in which they were involved. The incident questionnaires asked respondents 
to briefly describe the most serious and/or frightening incident they had been involved 
in, including any injury received (see Appendix 1). Fifty-one serious and thirteen 
frightening incidents were reported by fifty four respondents. A further two 
psychologists did not provide a description, but completed the rest of the 
questionnaire. Thirty-nine incidents were reported by women, and twenty five by 
men. Respondents were invited to add “any other comments” at the end of the 
questionnaire, and this material was also incorporated in the qualitative analysis. The 
data on which the analysis was based can be found in Appendix 2.
The use of qualitative analysis possesses the advantage of gaining a broader and more 
personal understanding of the participants’ experience of aggressive incidents and
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how they were affected by them. It was interesting to examine their style of 
answering the survey’s invitation to describe the incident, as this not only reflects 
their way of construing the event, but also indicates what they are most comfortable 
about revealing in such a survey: i.e. what they want to communicate and what is 
significant for them. Their responses are personal and not constrained by the 
researcher’s view of what is important. Such accounts, therefore, reflect the extent of 
homogeneity among respondents as well as potentially identifying significant 
differences in how they report such events. Factors which the researcher had not 
considered may be identified, and may generate additional hypotheses for future 
testing. Respondents can express themselves freely and thereby contribute more 
actively and equally in the research process. On the negative side, the lack of 
standardisation of procedures and greater subjectivity of the process has led to 
criticisms of the lack of rigour and questionable validity of qualitative methods 
(Morgan, 1996 ).
In order to make the researcher’s decisions more transparent, a record was kept about 
the process of carrying out the qualitative analysis. The nature of the data and the 
way it was generated suggested that a structured procedure such as a classic content 
analysis (Holsti 1969, Krippendorf 1981) was more appropriate than a complex 
inductive approach, as used in grounded theory (Glaser and Strauss 1967) or other 
forms of thematic, semiotic content analysis.
Process
Following the methods outlined by Oppenheim (1996), a sub-sample of the first ten 
accounts was examined and a coding frame devised as a way or organising and 
simplifying the data. In constructing the coding frame, several important criteria 
were kept in mind. For instance, the coding frame must be reliable and exhaustive, 
enabling all data to be categorised in some way, and the categories should be mutually 
exclusive. Categories were identified by noting down the various features and 
themes contained within the data. These were as follows:
1 Actual event, i.e. nature of attack and injury received.
2 Nature of interaction: where and why being seen.
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3 Reactions of others to the attack.
4 Beliefs concerning the causes of the attack.
5 The meaning of the event to the victim.
6 The victim’s reactions to the event, including their emotional 
reactions.
7 Ability to predict/avoid the event.
8 How the system supported/dealt with/reacted to the event.
Following this, each account was examined so that ideas relevant to the above 
categories could be extracted and recorded. Because of the variable amount of data 
contained in each account and the variable number of categories covered, the data was 
extracted in terms of “units of analysis”, that is sentences, phrases or paragraphs 
which fitted each category. While the accounts were subject to multiple coding, the 
particular sections in each account were identified so that, as far as possible, they 
could only be coded under a single theme. A miscellaneous category was also 
created, so that data not otherwise included could be freshly examined to determine 
whether there was a need to include further categories. This revealed an additional 
theme relating to risk factors, which were then identified separately. Because of an 
overlap with information recorded under “causal attributions”, this data was then re­
examined to more accurately separate risk factors from the perceived motives for the 
attack.
The responses of men and women were recorded separately, as were incidents 
described as being the most serious and the most frightening, to determine whether 
they differed in important ways from each other. The decision to record the 
responses of men and women separately reflected the researcher’s interest in whether 
there were gender differences in accounts, as well as an impression gained from 
reading through the accounts that such differences may, indeed, be present. The 
researcher also considered whether to separately record the accounts given by 
psychologists in different grades and in different specialities. A decision not to do 
this was based on a methodological difficulty, in that the data relating to speciality 
and grade did not necessarily apply to the psychologists’ circumstances at the time of
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the event, but related to their circumstances at the time of completing the survey 
forms. Finally, the data was grouped according to the diagnosis of the assailant, to 
determine whether the type of disorder had a significant effect on the nature of the 
attack experienced.
Once the data had been extracted and recorded under the major categories, each was 
examined to identify whether sub-categories were contained within them. For 
instance, because of the wide variety of terms used to describe physical attacks under 
“nature of attack”, it was decided to try to group these attacks into categories 
reflecting the severity of injury that could potentially result from the act. 
Additionally, for two categories there was very little data, so these were excluded 
from the analysis. These were “the nature of the interaction” and “the ability to 
predict/avoid the attack”. Additionally, several categories were combined. For 
instance, much of the data relating to the reactions of others, including the system in 
which the individual worked, were subsumed under the heading “sense of grievance”, 
under which were also subsumed some items which had been recorded under “victims 
reactions to the event”. Additional data from this category was combined with data 
from the category concerning the meaning given to the event, and a new heading of 
“attitude to the attack” created. The resulting categories were: nature of the attack; 
beliefs concerning the causes of the attack; attitude to the attack; sense of grievance; 
risk factors. All except the final category were member categories, that is they were 
derived directly from the content of the accounts. The category of “risk factors” was 
the result of a higher order analysis providing a theme under which several of the 
previous themes identified were subsumed, allowing the analysis to be more 
interpretative.
The next step was to count the number of respondents who had included information 
applying to each category in their accounts and to give an indication of its relative 
frequency in the sample. Visual examination of the data suggested the existence of 
some interesting gender differences, so that the relative frequencies of themes noted 
by men and women were counted seperately. In a similar way the data pertaining to 
serious and frightening incidents was examined. In this case, the material was not
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considered to be significantly different and the amount of data recorded for 
frightening incidents was not felt to merit a separate analysis. This data was, 
therefore, incorporated into the overall analysis. Finally, data on the nature of attacks 
perpetrated by people with different diagnoses was examined, to determine whether 
this had an impact.
In order to ascertain the inter-rater reliability of the analysis, an important factor in 
establishing the validity of the analytic process, a second investigator independently 
repeated the process of coding information based on definitions provided to them. 
Any discrepancies found were examined and resolved by consensus. This revealed a 
lack of clarity in some of the definitions, which were revised, and a third researcher 
then re-coded twenty of the accounts based on the new defmitions(see Appendix 3). 
Again any discrepancies found were discussed, and the majority resolved. However, 
the coding of some accounts remained problematic. This raised the importance of 
retaining an emphasis on the meaning of the data rather than getting too preoccupied 
with a pseudo-quantitative rigour.
Results of the Qualitative Analysis
The findings will be presented under each of the main themes specified above, 
culminating in a section on the risk factors identified. Each account in Appendix 2 is 
identified by a number, which will be used when referring to particular data. 
Because of the nature of the analysis, far more detail will be provided in this section 
than is normal when reporting on results using quantitative data. It is the nature of 
qualitative analysis that explanation and example as well as exploration of meanings 
is an integral part.
The Nature of the Attack
Much of the data was purely descriptive, so the first section of this analysis is 
concerned with basic information about the types of events reported. This data helps 
to set the scene for later information relating to the victims’ responses to the attack, 
their attitude to what happened and what they perceived to be the cause of the attack.
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The data was examined under the following headings: physical acts, verbal 
abuse/aggression, threats, sexual harassment.
Table 13: Physical Acts Reported (excluding sexual harassment)
Men
(N=14)
Women 
(N = I8)
Total
No Physical Injury Likely
property attacked 
spitting
N
%
0
0
1
5.6
1
3.1
Minor Injury Only Likely
hitting, slapping, smacking
pushing, shoving, grabbing N 1 3 4
scratching % 7.1 16.7 12.5
Moderate Injury Possible
kicking, punching, pummelling
hit in eye, hair grabbed/pulled
out biting, jumping or N 5 8 13
object thrown % 35J 44.4 40.6
Serious Injury Possible
pushed/thrown to ground
attempted to strangle
grabbed round throat/neck N 4 4 8
smashed in face, headbutting % 2&6 2Z2 25.0
Not Specified N
%
4
28.6
2
11.1
6
10.8
Totals N
%
14
100
18
100
32
100
Table 13 records the nature of the physical attacks reported by respondents, grouped 
according to the researcher’s perception of the potential severity of the act. When this 
grouping was compared to the actual outcome reported in question 2 of the incident 
questionnaires, the level of injury received was lower than that which the researcher 
considered could potentially have arisen. As noted earlier, the majority of 
respondents reported that no injury had resulted from the attack (68.3%), and a much 
lower level of minor and moderate injury was recorded than might have been 
predicted from the descriptions given (23.9%), with 7.9% of injuries requiring
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medical attention. Despite this, the words used at times graphically illustrate the level 
of threat involved, for instance, “smashed me in the face”, “attempted to strangle me”, 
“grabbed me around the throat” (38, 40,43).
Information reflecting verbal abuse/aggression was less in evidence, although 
respondents 32a and 35 again reflect potentially very frightening events: for instance 
“stood in front o f  me, and with her fists clenched and her face close to mine, 
shouted. ” When threats were examined, a higher percentage of women compared 
with men reported threatening situations. Table 14 outlines the sources of threat 
reported:
Table 14; Sources of Threat (Multiply- coded)
Male
(N=9)
Female
(N=22)
Verbal Threats: specifically to self 4 6
Verbal Threats: more generally 1 3
Sense of threat from characteristics of 
person/situation
9 19
Totals 16 33
Specific threats included the potential perpetrator being drunk (N=4), having a 
weapon (N=6) or being with a potentially dangerous dog (N=l). At times the threat 
was very immediate, for instance “Teenage boy had a steel comb with a pointed end 
and was unwilling for me to leave the room ” (23). “An ex-patient came round to my 
home at midnight and started banging on the door demanding to be let in” (25a). 
“They threatened to throw me o ff the balcony i f  I  persevered in trying to visit them ” 
(51). At other times, though more distant, the incidents described were potentially at 
least as threatening. For instance, “convicted multiple murderer threatened to kill me 
once discharged” (46) “Felt vaguely unsafe and anxious... with this male client...later 
arrested for sexually assaulting a female nurse ” (3).
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In the above examples, the actual words used to describe both the physical acts 
carried out and the threats presented strongly convey the seriousness of what was 
experienced and the fear potentially generated.
Six experiences of sexual harassment were reported, all by women. In one case (54) 
serious injury resulted and in three further cases abusive acts were described, 
involving attempted masturbation, gross indecency and physical contact (39, 48, 50a). 
In two cases (33, 52a) the nature of the harassment was not clear though in both cases 
repeated harassment was reported, i.e. “often sexually harassed by clients, ” “positive 
sexual advances made by clients. ”
The Effect of Diagnosis
An attempt was made to determine whether the diagnosis of the perpetrator had an 
impact on the nature of the attack/threat. In eleven accounts the diagnosis was not 
known and in a further three, was not specified. Other diagnoses, for example, 
obsessional neurosis, anxiety/depression, head injury, drug addiction and alcoholism, 
were insufficiently represented to contribute to the analysis. Perpetrators with a 
diagnosis of personality disorder, schizophrenia or learning disability appeared to be 
equally represented in terms of the most serious incidents. However, more detailed, 
specifically focused research would be necessary to adequately address this issue.
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Beliefs Concerning the Causes of the Attack
Fifteen males and twenty three females mentioned possible causes for the attacks they 
suffered. Four over-riding themes were identified and listed in Table 15.
Table 15: Perceived Reason for Attack
Male
N=15
Female
N=23
Psychiatric/Physical state N 6 5
% 2Z2 18.5
Emotional State N 10 12
% 37.0 44.4
Perception/belief about the victim N 5 3
% 18.5 11.1
Victims interaction with the perpetrator N 6 7
% 22.2 254
Totals N 27 27
% 100 100
Of the physical causes mentioned, most related to diagnosis, e.g. ”a confused severely 
head injured patient” “ in a psychotic episode” “severely intellectually impaired” “ 
recovering from a grand mal f i t ”. One man mentioned withdrawing from medication 
as being implicated in the cause of the attack. Drug addiction was also identified as 
presenting a risk, and the potential assailant being drunk was a factor in four accounts. 
In relation to the perpetrator’s emotional state, fear and anger were the two most 
commonly mentioned emotions, e.g. “angry about his wife becoming more assertive ” 
“expressing aggression and agitation” “ a volatile client” “patient was frightened” 
“known to get upset when parents visited”. An interesting sex difference emerged in 
the category perception/belief about the victim. Three out of five men mentioned the 
fact that they were seen as authority figures as being causative, e.g. ”I  represented 
authority” “Perceived me as 'one o f  them, i.e. opposed to him. ” This did not apply to 
either of the women, i.e. “thought I  had referred to him by name...which he didn’t 
like” “had the delusional belief that I  was having his baby” (22, 25a). In relation to 
factors involving the victim’s interaction with the perpetrator, in almost all cases 
psychologists mentioned frustrating the perpetrator in some way by not acceding to 
their demands/requests, e.g. “ anxious about the way she is described in psychiatric
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notes, and was demanding that they be destroyed” “ Patient detained under the M.H  
Act. Grabbed me round the throat when I  denied her appeal to open a locked door" 
’’locked me in a room and threatened violence when refused her request for  
medication". Other examples involved child care/ access decisions, i.e. ’’visit to client 
possibly to 'lose ’ their child into care ” “Threat ofphysical attack from a mother on 
termination o f access”. Two women suggested that their own inexperience played a 
part, e.g. “I  had no clear role or objectives” (trainee), “ I  was inexperienced at the 
time and had already allowed/ encouraged some fundamental boundaries to be 
crossed. I  did not appreciate the complexity and severity o f the problem I  was dealing 
with ”.
Attitudes to the Attack
The main themes under this heading concern the expectation/acceptance of the risk of 
aggression, denial/minimisation of risk, whether support should be available/ 
appropriate, and the need for guidelines and training.
Five respondents, three men and two women mentioned that they see a risk of 
aggression from clients as inherent in the nature of their work (2,12,17,25,36), e.g. 
’’part o f  the job ”, “the risk was inherent in the course o f  action planned. ” One 
respondent (39) wrote about the conflict of trying to provide a user-friendly service 
while also paying adequate attention to safety issues. In some cases there was a 
tendency to minimise or deny the impact of such events. For instance, two 
apparently quite serious incidents (43,50) were described respectively as “an 
unexpected but not traumatising incident” and “none o f the incidents merit the label 
“serious ” ”. The first incident involved the psychologist being grabbed around the 
throat. The author of the second, in describing typical incidents, wrote “most revolve 
around over-controlled clients shouting with anger - white knuckles/face expressing a 
lot o f  verbal aggression and/or fear o f  losing control and hurting me ”. Linked to 
this, respondent 36 wrote “I am not frightened by aggression from clients” adding 
“damage to self is accepted as par for the job ”, implying that such aggression is 
acceptable. Similarly, respondent 51 wrote “/  don’t expect professional support - I  
have to give i t”, suggesting that once a certain level of seniority has been reached.
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support from others in managing difficult situations is not appropriate. Three of the 
female respondents (3, 35, 39) mentioned the importance of support, both in terms of 
having access to someone to talk to about the incident as well as having their fears 
taken seriously. The need for the profession to discuss these issues, develop 
guidelines and provide training was also raised. Two men (38, 42) talked about their 
difficulty in responding adequately to such situations at the time, which again 
suggests the need for more training activities, possibly involving role plays of risky 
situations that psychologists may encounter. However, respondent 17 provided an 
important reminder that however good staff are, aggression cannot always be 
prevented.
Sense of Grievance
A sense of grievance was expressed in relation to the reactions of colleagues, and the 
situations which others expected the psychologist to manage. Interestingly, such 
accounts were only provided by women. They described others not knowing how to 
respond (1,35) or the response being negative or unsympathetic 
(15,22,39,47,50a):. "wy boss made me feel guilty for using the buzzer, ” or extremely 
undermining (19a): the incident was laughed o f  by my male colleques. ” In some 
cases, others were felt to have contributed to the risk in some way (22,32,39,40,50a) 
“rest o f staff left the building despite request fo r a member o f  staff to remain within 
calling distance. ” Even more worryingly, at times the psychologist had been put in 
situations by others which, it could be argued, should never have occurred. These 
include “called out by family who were upset by his withdrawal and conditions. I  
visited to assess....him. The family had all left, he was drunk and had a knife "(7) and
“I  had received a note that a woman addict would be coming in and was likely to
be abusive. She had a history o f violence and routinely had three men with her to do
any dirty work! half o f  the clinic building was derelict and insecure, therefore,
anything could happen to me and no-one could hear to help ”(45). These accounts 
highlight a need for training in risk assessment and management for the profession, in 
particular to underline the rights and responsibilities of psychologists at all levels.
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both in keeping themselves safe, and in ensuring that a safe working environment 
exists for ail.
Gender Differences in Reporting Styles
When a word count was carried out an interesting sex difference emerged between 
men and women. 32% of accounts by men, compared with 7.7% by women were 15 
words or less, whereas 30.8% of women’s accounts were more than 100 words long. 
This did not apply to any of the men’s accounts. The largest apparent difference in the 
way women and men described the incidents was the sense of grievance expressed by 
women, both in relation to the situations they were put in, and the reactions of 
colleagues. This was not acknowledged by any of the men. It may be that women 
feel more vulnerable to aggression than men or may feel more able to own up to their 
vulnerability. There was also a greater tendency for women to provide accounts in 
which they attempted to justify or explain their own part in the attack (64% versus 
44%).
Risk Factors
In noting the risk factors that are associated with the experience of aggressive 
incidents, the analysis moved away from simply examining the content of the data to 
exploring what implications might be drawn from it. The risk factors were divided 
into those relating to the victim, those relating to the perpetrator, those relating to the 
setting, those relating to the purpose of the interaction and the administrative issues 
raised. The bulk of the data therefore, can be subsumed under similar headings to 
those provided by Poyner and Wame (1986).
Table 16 contains details of the risk factors revealed by this analysis:
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Table 16: Risk Factors
Relating to the Perpetrator Alcohol or drug abuse 
Presence of weapon 
Previous history of 
aggression
Diagnosis/mental state 
Emotional state
Times of change 
Response to implied 
criticism
7,19a,38,42,45 
7,22,23,41a,52,52a
ll,13,26a,43a,45
2,6,17,25a,30,31,36,51
10,14,15,17,26,28,31,32,
32a,33,34,37,41,41a,50,50a
35
47
Relating to the victim Lack of experience 
Minimisation or denial of 
risk or its effects ;
1,3,15,40
Victim 36^1
Others 15,19a,39,40,47,50a
Less on guard than usual 32
Need for more training 39
Access to address 25a
Relating to the type of Need to take calculated risks 17, 25,36
Interaction Child protection issues 51,51a
Disagreements about therapy 
Not acquiescing to patients’
10, 28
demands 32a,43,49
Relating to the Situation Isolated 22,45
Working alone 7, 11,19a, 39, 45
Working at night 45
Poor quality environment 45
Easy access for others 
Absence of others during
22,45
home visits 7,19a
Potentially dangerous animal 
Building empty and lights
19a
turned off
Presence and actions of
50
others 10,32,52a
Client unknown to me 19a
Administrative Issues Managers unwilling to
address safety issues 22
Need for a policy on safety 
Need for security measures
4,39
and training 47
These factors will be described further under “Discussion of Results”.
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DISCUSSION OF RESULTS
The present study surveyed the nature and extent of aggression experienced by 
psychologists’ in the course of their work. Eight district psychology departments 
took part in the survey, representing urban and rural areas in various parts of the 
country. The 116 psychologists who replied represented 61% of those sampled, and 
approximately 6% of psychologists employed nationally (excluding trainees). They 
represented varying lengths of experience within the profession ( 1 - 3 2  years), grades 
and major specialisms. More experienced psychologists were over represented in the 
sample, and there is likely to be a bias towards victims of aggression returning survey 
forms. Nevertheless, it is considered that the results obtained provide a reasonable 
reflection of the situation in the profession as a whole.
Of the population sampled, respondents represented 30% of trainees, 13% of basic 
grade psychologists, 69% of seniors, 78% of principals and 76% of top grade 
psychologists. Of these responders, 14% of trainees, 71% of basic grades, 38% of 
seniors, 44% of principals and 62% of top grade psychologists completed incident 
forms. The high proportion of basic grades reporting incidents is interesting. A 
possible reason for this is that basic grade psychologists may have had a greater 
tendency to respond to the questionnaire if they had been a victim of aggression, as 
they would see it as more relevant to their needs than those who had not experienced 
aggression at work. Alternatively, basic grades may be more open to admitting to 
such incidents. More worryingly, it may be that less experienced psychologists are at 
greater risk of attack as a result of the increasing emphasis in the NHS on dealing with 
patients with severe mental health difficulties. However, the data did not support this 
explanation, in that no relationship was found between grade and having experienced 
aggression within the past year. With the small numbers of basic grades providing 
information it is not possible to be clear about the reasons for this finding, but this 
issue would merit further investigation.
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Research Questions: 
1 What is the Extent of Aggression Experienced by Psychologists at 
Work?
The results obtained indicate a need for the profession to address problems of 
aggression at work. Nearly 50% of respondents had been physically attacked during 
the course of their work and 17.6% had been attacked within the past year. For the 
majority, physical aggression had been experienced on more than one occasion, and 
5.5% of psychologists had experienced this on more than ten occasions. While in 
68.3% of the specific incidents reported no injury was received, 23.9% reported minor 
injury and 7.9% required medical treatment. The experience of verbal aggression and 
abuse was even higher with 48.9% experiencing verbal aggression and 37% verbal 
abuse within the past year. The majority had experienced verbal abuse and aggression 
at some time in their careers, 22.8% of the sample having experienced verbal abuse, 
and 31.6% having experienced verbal aggression, six or more times during their 
careers. Similarly, approximately 41% had been threatened at some time, and for 
24.6% of these a weapon was involved. 12.2% had been threatened within the past 
year. Only eight psychologists reported that they had never experienced aggression 
during the course of their work.
As mentioned earlier, the different time scales and definitions used in previous 
research make it impossible to directly compare these results with findings relating to 
other professions. For instance, some studies only report incidents involving injury, 
whereas others do not discriminate between aggression to the person and to property. 
Many studies simply report the number of incidents occurring within a particular time 
frame, while others report the number of attacks made against specific groups of staff, 
but without specifying the number of staff at risk. The figures that do exist suggest 
that psychologists are probably less likely than nurses, but more likely than teachers 
and other educational staff, to be attacked. Although such comparisons may be 
unreliable, it is clear that psychologists face a serious risk of being physically and 
verbally abused in their work. Within a twelve month period more than one in six
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psychologists had been physically attacked, and nearly a quarter had been frightened 
that they would be attacked, underlying the need for the profession to take this risk 
seriously.
The working party was asked specifically to look at racial issues in the experience of 
aggression. Unfortunately, only three black psychologists completed the 
questionnaire, but two of them had experienced racial harassment from their clients 
compared with only 7% of Caucasian psychologists. 43.9% of psychologists had 
been sexually harassed at work, 14.1% within the past year. As might be expected, 
sexual harassment was reported significantly more frequently by women than men. 
The working party was also asked to obtain data on the experience of aggression from 
colleagues. Almost a third of psychologists responding to this question reported 
sexual harassment, again with a predominance of women. Sexual harassment was the 
most common form of aggression perpetrated by colleagues with verbal abuse and 
aggression also being reported by more than 20% of respondents. As would be 
expected, these rates were significantly lower than those reporting aggression from 
clients or their relatives. Clearly, the causes of such aggression are likely to be 
different, probably reflecting tension within the work place, stress impinging on staff 
and frustration with aspects of the work or work colleagues. Also, the solutions are 
more likely to involve mediation between those affected and be orientated to the 
individual problems identified. However, the rates of sexual harassment reported 
suggest that there may be a need for guidelines or specific training. Further research 
would be needed to confirm the current prevalence of such abuse, and its nature.
2 Does the Extent of Violence Experienced Depend on such Factors 
as the Specialism, Gender, Seniority and Work Setting of the 
Psychologist?
Specialism
The survey results suggested that psychologists working in neuropsychology, learning 
disability, rehabilitation and substance abuse may have the highest risk of
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experiencing physical aggression. These specialisms, along with forensic psychology 
also show a higher level of experiencing verbal abuse and aggression. However, the 
small numbers involved suggest a need for caution in assuming that this is a robust or 
generalisable finding. These results do, however, provide a snapshot of a twelve 
month period, and the specialisms highlighted as presenting a greater risk do, in fact, 
have characteristics that would be expected to increase the risk. For instance, patients’ 
with a learning disability or neuropsychological difficulties may have communication 
problems which potentially could increase their frustration and lead to aggression. 
Those undergoing rehabilitation are undergoing a change process which can be 
extremely stressful, particularly if it involves moving from an institution to the 
outside community. Substance abuse, particularly of alcohol, is known to increase 
the likelihood of aggression because of its disinhibiting effects. As mentioned 
earlier, the absence of incidents of physical aggression against psychologists working 
in forensic departments could be due to the increased awareness of staff working in 
this area of the potential dangers of aggression. Such departments usually take 
security matters very seriously, and are more likely to use physical methods of 
security as well as to train staff in psychological methods of diffusing threats of 
aggression. The fact that forensic psychologists report a high rate of verbal abuse 
provides some support for this explanation, although further work would be needed to 
confirm whether the results represent a general pattern.
Interestingly, all respondents working in rehabilitation, forensic psychology and 
substance abuse returned incident forms as did 75% of those working in 
neuropsychology and over 60% of those working in learning disability or with the 
elderly. This study, therefore, provides some support for the possibility that there are 
inter-specialism differences in the risk presented to psychologists. However, further 
work involving larger samples would be needed to confirm this.
Gender
No significant differences in the frequency of experiencing aggression at work were 
found between male and female psychologists, except in terms of sexual harassment, 
where women were significantly more likely to report having experienced this.
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Gender differences in the way men and women reported incidents are discussed in the 
qualitative analysis section. A particular issue was whether women may feel more 
vulnerable to aggression than men, including feeling more vulnerable to being 
criticised if they are a victim of aggression. Women were much more likely than 
men to present themselves as victims of other’s actions, poor decisions and lack of 
support. There was also a greater tendancy for women to provide accounts in which 
they attempted to explain/justify their own part in the attack. It is not clear whether 
this represents a difference in reporting style, or whether aggression is experienced 
differently by men and women. For instance, it is possible that men may be more 
likely to feel that they should have been able to manage the situation better, no matter 
how unrealistic this may be. Therefore, they may be more reluctant to report aspects 
of the incident that might imply a vulnerability or inadequacy in themselves. If such 
a gender difference were confirmed, it would imply that different factors may need to 
be emphasised when providing training for men and women.
Seniority
The data revealed a significant relationship between the number of years working as a 
clinical psychologist and having experienced violence towards property and verbal 
abuse, as well as a possible relationship, which failed to reach significance, with being 
physically attacked or subjected to threats or sexual harassment. These relationships 
did not apply to data looking at the experience of aggression over the past year. As 
mentioned above, the results suggest that seniority in itself does not confer a higher 
risk of being subject to aggression, but the experience of aggression is related to the 
length of time a person has been exposed to potentially risky situations in the course 
of their work. It would be expected that as psychologists gain experience in their 
work, they become more adept at both predicting and diffusing potentially aggressive 
situations. However, it is also likely that they may be expected to take on more 
difficult cases, thereby increasing the frequency with which risky situations will be 
encountered. It would be expected that these two factors would generally 
counterbalance each other, so that length of exposure would be the key factor.
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Work Setting
Of the incidents specifically reported, most serious incidents occurred either on 
psychiatric wards or in the psychologists office, and frightening incidents occurred 
primarily in day centres. 46.2% of assailants were in-patients and 34.6% out-patients 
in the serious incidents reported, with a predominance (61.5%) of out-patients 
involved in frightening incidents. 10% of incidents occurred in a regional secure unit, 
and 20% of perpetrators of serious incidents were detained under the Mental Health 
Act.
There has been growing concern about the increased risk to health and social care 
workers visiting people in their homes. In this study, 8% of serious incidents and 25% 
of frightening incidents occurred in the patients home. Unfortunately, no information 
about the frequency with which psychologists carry out home visits was obtained. It is 
not possible, therefore, to assess whether such visits are more risky. The 
unpredictability of home visits was, however, highlighted in the accounts given. 
Particular risk factors reported included the patient’s state, who else was in the home 
and the effects of this, and the presence of weapons or dangerous animals. 
Furthermore, having to deal with potentially risky features such as badly lit streets and 
entrances, coupled with a reduced capacity to summon help or ensure escape routes 
are all additional risks that may have to be faced. Working alone in an isolated, 
insecure or poor quality setting can create unacceptable risks. The account given by 
respondent 45, for instance, described a situation, which, it could be argued, should 
never arise. To expect any member of staff to work alone, in a partly derelict setting, 
with addicts who are known to be dangerous, is negligent. Some accounts revealed a 
worrying insensitivity of others in encouraging psychologists to enter situations where 
they were clearly at risk (7,45). It is as if there is a belief that being a professional 
bestows on that person an invulnerability, protecting them from the risks presented by 
potentially dangerous people and situations. Similarly, access to staff offices was 
raised as a risk factor, and echoes one of the concerns of the Committee of Enquiry 
into the death of Isobel Schwarz (DHSS, 1988b).
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3 What Level of Risk Are Psychologists Exposed To?
Approximately one in six psychologists felt that they were working in a high-risk 
setting and only 11% felt that a risk of aggression never occurred during their work. 
The majority of psychologists felt that a risk of aggression at work presented itself at 
least yearly, 22% at least monthly and 5% at least weekly. The majority were 
currently working with clients with a history of physical aggression as well as verbal 
abuse and aggression. The qualitative analysis more vividly underlined the potentially 
serious incidents to which psychologists had been subjected. Both the physical acts 
reported, as well as threats, many involving a weapon, present a harrowing picture. 
The data further demonstrates that some psychologists have repeatedly experienced 
verbal and/or physical abuse. Unfortunately, respondents were not asked to report on 
the frequency of experiencing aggression within the past year, which would have 
given a much clearer indication of current risk as opposed to the risk experienced over 
the duration of working as a psychologist. The serious nature of several of the 
experiences of sexual harassment reported is also of concern. Particularly worrying 
were descriptions of incidents where the psychologist had been put in a situation 
where, either due to their inexperience, the mental state of the patient or the 
environment, the risk of attack was clear. None, or very inadequate, action appears 
to have been taken by those responsible in order to reduce this risk. This issue will 
be dealt with further at a later point in this report.
4. How Do Psychologists Experience and Respond to 
Incidents of Aggression?
It was clear from the responses given that many psychologists were keen to 
communicate their experiences of aggression at work. Their accounts contained not 
only factual details, but also information about their reactions, their perceptions of the 
situations in which incidents occurred, their feelings about the risks to their safety, 
and what should be done by the profession to reduce the risk. The detail of this is 
contained within the qualitative analysis section. In particular, there appeared to be a
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tension between those who felt that some aggression at work is to be expected and the 
effects minimised, and others who expressed a sense of shock at what they had 
experienced, and were quite clear that this behaviour is unacceptable. There was also 
a recognition by some that such incidents can never be totally prevented, even where 
management is supportive and the risks clearly understood and prepared for.
5. How Prepared and Supported are Psychologists in Dealing with 
Aggression?
More than a quarter of psychologists acknowledged a lack of confidence in their 
ability to deal with aggressive incidents, particularly when physical aggression was 
involved. Nearly 60% had received no training in this area and 62% wanted more 
training to be provided. However, this is also an area where some psychologists have 
expertise, so that 25% felt able to provide training on the prevention and management 
of aggression to others.
Given the rates of aggression towards psychologists identified by this survey it seems 
reasonable to expect that departments would provide support for staff and also have 
policies and procedures relating to the prevention and management of violence. The 
survey results showed, however, that many respondents felt that they had not received 
adequate support from their colleagues when an attack occurred and there was 
confusion about whether relevant departmental policies existed or not. Almost a 
third were unsure about whether or not their department had such a policy. There are 
many instances when psychologists talked about their disappointment with the 
responses of others to the incident. This was both in terms of actively helping them 
to manage it at the time as well as providing support and understanding to help them 
to deal with and overcome the personal repercussions of the attack. Several reported 
very negative and unhelpful reactions from colleagues. Others were expected to work 
in environments, or with patients, where there was clearly a significant risk of 
violence.
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The results of this study, then, argue that a much more active approach needs to be 
taken, both in terms of devising policies and procedures as well as providing relevant 
training. Also, to affirm that abuse and aggression are unacceptable within the work 
setting.
There is a great deal of literature now in this area (Davies, 1988; Breakwell, 1989; 
Hilton, Perkins and Pillay, 1992; Greaves, 1994). These publications, and others, 
provide practical advice as well as, in some cases, examples of ways of monitoring 
the extent of violence experienced by staff, examples of incident procedures and flow 
charts for assessing and managing the risk of aggression. Also, many courses exist 
on verbal de-escalation and breakaway techniques, which can be used when an 
incident is occurring.
What Risk Factors are Relevant in Predicting Aggression Towards 
Psychologists?
Relating to the Perpetrator
The factors revealed in psychologists’ accounts accord with those found in research 
with other professions, suggesting that similar factors are involved in precipitating 
aggression. The factors revealed in the data (see Table 16) include the diagnosis and 
emotional state of the perpetrator, factors which are likely to disinhibit behaviour, i.e., 
alcohol and drugs, their general readiness to be aggressive, as indicated by a previous 
history of aggression, as well as features that imply a preparedness to be aggressive, 
e.g. the presence of a weapon. Personal triggers, such as times of change and 
response to implied criticism, which increase the likelihood of emotional arousal, and 
therefore aggression, are also represented. Perpetrators tended to be under 40, with a 
history of aggression in the previous year and a diagnosis of schizophrenia, 
personality disorder or learning disability. 20% were detained under the Mental 
Health Act, and substance abuse was a factor in 13% of cases. The majority of 
perpetrators in this study were men, and, as in previous studies, primarily Caucasian.
Although systems designed to predict dangerousness are notoriously unreliable, 
nevertheless it is important that psychologists are aware of the factors known to be
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associated with aggressive behaviour. For instance, it is clearly important that 
psychologists are aware of their patients’ previous histories of aggression and the 
types of situations and emotional states which have triggered aggression in the past. 
Furthermore, the data supports the need for clear policies and procedures for dealing 
with patients who may be encountered while under the influence of alcohol or drugs, 
or who are known to carry weapons.
Relating to the Victim
Risks relating to the victims include specific vulnerabilities in terms of their 
experience, attitudes, accessibility, training and state of mind. The quantitative data 
was unable to demonstrate whether lack of experience is a risk factor for 
psychologists, as has been shown with nurses (HSAC, 1987). However, several 
respondents felt that their own inexperience had played a part. When examining 
attitudes to the attack, of particular concern were assertions by some respondents of 
never being frightened, or not expecting to be supported once a certain grade has been 
reached. The former is suggestive of a perspective which asserts that violence 
should be expected and has to be tolerated. This implies a denial of the need to put in 
place support systems and safety features which allow staff to feel secure at work.
Relating to the Type o f Interaction
There is a recognition in the data of the need to take calculated risks as part of the job. 
For instance, for those psychologists involved in devising behavioural programmes to 
reduce an individual’s aggressive behaviour, there is naturally an inherent risk of 
falling victim to that behaviour.
To be confronted by a patient’s angry demands, which one is either unable or 
unwilling to fulfil, clearly creates a more specific risk. Three situations which 
respondents mentioned were demands for medication, demands to open a locked door 
for a patient under Section and demands that a patient’s notes be destroyed. While 
such situations are likely to arise far less often for psychologists than for nurses and 
doctors, nevertheless training in how to manage such demands is likely to be helpful. 
Being involved in child protection issues is less common for psychologists than social
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workers, and in this study, was a factor in only two cases. However, given the 
heightened emotions likely to be aroused by such events, careful preparation and 
management are essential. In two cases where disagreements about therapy triggered 
aggression, the aggression was not perpetrated by the patient themselves but by a 
relative. In one case a client’s husband was angry as a result of his wife’s increased 
assertiveness, and in the other, a parent disagreed with the formulation and treatment 
plan being proposed. It might be expected that such incidents are relatively rare. 
However, the two incidents reported (10, 28) raise questions not only about how 
treatment goals are negotiated, but also about the potentially destabilising effects on 
relationships when therapy facilitates one partner to change their usual modes of 
behaviour and interaction.
Similarly, issues of access to clinical areas as well as the need to consider whether 
patients should only be seen in some settings when others are around, and during 
hours when help can be readily made available, are important considerations. The 
importance of good communication between all those involved with a potentially 
dangerous patient and the issue of access to staff offices were of key relevance to the 
death of Isobel Schwarz (DHSS, 1988b).
Methodological Limitations of the Study
Sample Surveyed
As mentioned above, although the research sample contained psychologists of various 
levels of experience, grades and specialisms, there was a higher response rate from 
the more senior members of the profession. A further possible source of bias was 
introduced by substituting Wandsworth for Riverside District, because of the 
difficulty in getting forms returned from Riverside. The two districts are very similar 
in terms of catchment area and size of department, which would reduce any potential 
bias resulting from this change. However, there were some differences in the version 
of the questionnaire used for Wandsworth. In particular, it did not include questions 
on the experience of aggression in the past year, or at the hands of colleagues, which, 
therefore, reduced the sample size in these cases. Because the research was carried out
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as part of the deliberations of a working party, there was some time pressure in 
producing the results which prevented the researchers from pursuing all the 
psychologists surveyed in order to increase the overall response rate.
Survey Instruments
The main problem with the survey questionnaire was that the various types of 
aggression experienced could be multiply coded. Therefore, there is no way of 
knowing the precise number of incidents being reported, as one incident may have 
been coded under several headings. Also, when asking about aggression within the 
past year, and aggression from colleagues, no distinction was made between 
aggression towards the person or towards property. This would have been helpful in 
determining the personal level of risk that psychologists face. Additionally, 
respondents were not asked to indicate the frequency of incidents occurring within the 
past year which, again, would have provided more useful information than a simple 
indication of whether a particular type of aggression had been experienced or not. At 
times, questions lacked adequate definition or precision, for instance, those relating to 
racial and sexual harassment and to “serious” verbal abuse and aggression.
Concerning the incident questionnaires, the open question asking about the nature of 
the incident elicited widely differing accounts, in terms of the type and amount of 
detail given. While this could be criticised, asking the question in this way allowed 
psychologists to decide what they felt it was important to communicate and yielded 
some interesting results when analysed qualitatively. One drafting error was that the 
grade, speciality and years of experience of the psychologists completing incident 
forms related to their current status, rather than their status when the incident 
occurred. Therefore, it was not possible to examine the impact of these factors on the 
nature of their experience, except when they specifically reported it. For instance, 
some people particularly mentioned their inexperience as having played a part in the 
nature of the attack. Finally, the events reported on may have occurred many years 
previously, and so the data is vulnerable to memory defects.
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Procedure
Although there were sound, pragmatic reasons for distributing and collecting the 
questionnaires via district heads, this may have introduced a response bias. Although 
no names appeared on the questionnaires, in many cases it would have been possible 
for the person completing the form to be identified by details of their sex, grade, 
speciality and years of experience which they were asked to provide. Respondents 
may have had concerns about their head of service finding out about the extent and 
nature of violence they had experienced at work. This potentially could have had the 
effect of dissuading some psychologists from completing the questionnaires, and 
others may have not reported their experience as extensively as would have occurred 
if they had been assured of the anonymity of their responses.
This means of distribution is also likely to have affected the response rate and nature 
of responses to unknown extent, depending on the enthusiasm of the district head, and 
how they presented the questionnaires and their purpose to staff. In order to try to 
minimise such effects, a brief explanation of the purpose of the research was attached 
to all survey forms.
Implications of the Research
The results of the research suggest that, in common with other professions within the 
Health Service, psychologists are experiencing a worrying level of aggression in the 
workplace, both from patients, and to a lesser extent from colleagues. The latter 
primarily involves sexual harassment and verbal abuse and aggression rather than 
physical attack. As with social workers, most attacks occur within the workplace 
rather than in the community. A third of psychologists did not know whether or not 
their department had a policy on the prevention and management of violence, and 
many reported feeling unsupported, and even attacked, by the responses of colleagues 
or management to incidents of violence they had experienced. Women, in particular, 
expressed a sense of grievance about what had occurred, including the situations that 
they had been put in, as well as the responses they received following an incident. Just 
over a quarter of respondents completed incident forms on the aggression they had
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suffered, but none of the people reporting frightening incidents had done so. Almost 
60% of psychologists had received no training in preventing and managing violence, 
and more than 60% expressed a need for further training.
Extrapolating from national manpower figures relating to the period of the survey, the 
data suggests that in a 12-month period 320 psychologists may have experienced 
physical aggression at work, 680 verbal abuse, 900 verbal aggression 260 sexual 
harassment and 440 a fear of attack. These results suggest that the profession needs to 
take the risk of psychologists experiencing aggression at work seriously, and put in 
place policies and procedures, as well as training and support systems, to address this 
risk. It would seem important that heads of departments systematically monitor the 
experience of both verbal and physical abuse, as well as harassment, in the workplace. 
However, as has been shown in previous research, their ability to do this is likely to 
be compromised by attitudes and anxieties about such a process held by staff. It 
would be important, therefore, to ensure that there is a general understanding that 
aggression in any form is unacceptable. This should be underpinned by procedures 
which ensure that if violence does occur, the psychologist is provided with 
appropriate opportunities for debriefing and support. The risk factors identified in this 
research bear a close resemblance to general findings in the literature. They also 
confirmed the need to not only pay attention to the characteristics of likely 
perpetrators, but also to the types of interaction, situations, as well as factors relating 
to specific vulnerabilities within the psychologist, when assessing risk. The factors 
identified confirm the approach taken by Poyner and Wame (1986) and others, 
emphasising the need to consider a range of interacting factors when assessing risk.
Future Research Implications
This study was designed primarily to provide descriptive data to inform heads of 
psychology services of the nature and extent of the risk of violence that 
psychologists’ face in the course of their work, and aid them in developing policies 
and procedures to prevent and manage this risk. As a result, the data did not lend itself 
to inferential statistical analysis in order to test relevant theoretical models on the
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causes and consequences of aggression. Further research could usefully pursue a 
deeper understanding of these issues as they apply to psychologists.
Combining both quantitative and qualitative analysis in this work had the advantage 
of not only yielding a variety of risk factors to be considered in future research, but 
also gave an insight into how violent events at work are experienced. A much richer 
account of this was obtained than would have been possible if only quantitative 
methods had been used. A more structured approach to gathering this type of 
information would enable greater confidence in the results and the conclusions drawn.
This research supports the importance of regular monitoring in order to assess the 
ongoing risk of violence at work experienced by psychologists and to determine what 
training and policies need to be established in order to make the working enviroment 
as safe as possible. Such research could identify the particular risks facing 
psychologists and could explore the factors affecting that risk. In this study, no 
difference was found in the numbers of men and women reporting aggression at work, 
although there was a difference in the way that they reported it. In particular, women 
presented themselves more often as having been the victims of others’ decisions or 
their own inexperience, and having felt unsupported, misunderstood and even 
attacked by colleagues and by management. It is unclear whether this merely reflects 
a difference in style in reporting the incidents or whether men and women experience 
such incidents in a fundamentally different way. Research could clarify whether this 
finding implies that training should take account of gender differences.
A particular value of such studies is to increase awareness within the profession about 
safety issues. While it might have been expected that the very subject matter and 
practice of clinical psychology would have made the profession a less likely target of 
others’ aggression than some other professions, the results suggest that this is not the 
case. It would be useful to repeat the study with a larger sample, implementing 
measures to encourage, as far as possible, a 100% response rate. This would enable a 
more accurate view of the way factors such as age, seniority, years of experience, 
specialism and work setting affect the risk psychologists’ face. It would also serve to
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inform the profession’s Code of Practice. The importance of this topic in mental 
health care was underlined by the Royal College of Psychiatrists decision to make the 
“Management of Imminent Violence” the first clinical practice guideline to be 
developed (Royal College of Psychiatrists, 1998). This raises the question of the 
extent to which such guidelines, as well as training activities, actually affect day-to- 
day practice in a way that significantly reduces the risk to staff. Research monitoring 
the impact of such developments would be valuable.
Furthermore, the extent of sexual harassment experienced, both from patients and 
colleagues, raises important concerns. As with racial harassment, it may be that this 
topic should be regularly addressed in the training and continuing professional 
development of all staff.
In conclusion, this research has demonstrated that psychologists can no longer assume 
that the risk of experiencing aggression at work primarily relates to others in the 
multi- disciplinary team rather than to themselves. Each individual, each department, 
and the British Psychological Society all have a crucial role in addressing the issues 
raised, and attempting to ensure a safe working environment for all.
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Appendix 1.
SURVEY ON THE EXPERIENCE OF VIOLENCE AT WORK *
1. M ale /  Fem ale
2. Racial Group; (circle) 
African  
Bangladeshi
E n g lish /S co ttish /W elsh
Indian
Pakistani
Turkish
O ther European
Arab
Caribbean  
Greek  
Irish 
SE A sian  
O ther Black 
O ther W hite
3. N u m b er o f years w ork in g  as a Clinical P sych olog ist
(inclu de years w hen  training) Years: ........................................................................................
4. Grade:  ...........................................................................................................................
5. Specialty area: (circle)
A dult M ental H ealth  C hild  P sych o logy
Learning D ifficu lties Forensic
Elderly Psychiatric R ehabilitation
N eu ro p sy ch o lo g y  H ealth
O ther ....................................................................................... ...............................................................
6. D o you  con sid er that you  w ork  on a h igh  risk setting? Y es /  N o
If Yes, s p e c i f y ........................................................ ... .............................................................................
* Instrument developed by the Division of Clinical Psychology Service Development 
Sub-Committee Working Party on "The Prevention and Management of Violence at Work' 
to survey Clinical Psychologists
Please indicate w heth er and h ow  often  you  h ave experienced  an y o f the fo llow in g  in the course of your 
w ork as a clinical p sych o log ist (i.e. from clien ts or relatives):
Never 1-2 3 -5 6-10 >10
7.1 P h ysica l A ggression :
A physical exp ression  o f  anger d irected
a) tow ards you r b od y ,
(incl. p ush in g , p un ch in g , etc.)
b) tow ards property  
(e.g. throw ing chairs, etc.)
7.2 V erbal A b u se: A  verbal outburst 
exp ressin g  anger tow ards y ou  cau sin g  a 
sen se  o f alarm  or arousal
7.3 V erbal A ggression : A  verbal outburst 
exp ressin g  anger about another person  or 
situation  cau sin g  you  a sen se  of alarm  or 
arousal
7.4 Threats or m enaces: A threat o f attack m ade  
tow ards you  in the course o f you r work
If Yes, d id  this in clu d e the u se  o f a w eapon?
7.5 Fear o f attack not d u e  to the above, in clu d ing  
a sen se o f alarm  or arousal
If Yes, d id  this in clu d e the u se  o f a w eapon?
7.6 H ave you  suffered  racial harassm ent, 
aggression , ab use or threats o f a racial nature 
in the course o f you r work?
7.7 H ave you  suffered sexual harassm ent, 
aggression , ab use or threats o f a sexist nature 
in the course o f  you r work?
8 . H ave you  experienced  any o f the fo llow in g  in the past year?
Physical A ggression
Verbal A buse
Verbal A ggression
Threats or M enaces (no w eapon)
Threats or M enaces (w ith  w eapon)
Yes No
Fear o f Attack (no w eap on)  
Fear o f Attack (w ith  w eap on)  
Racial H arassm ent 
Sexual H arassm ent
Yes No
9. D o an y o f you r current clien ts h ave a h istory o f  the fo llow in g  (either in sid e or ou tsid e  the
treatm ent setting)?
Physical A ggression  
Serious Verbal A bu se  
Serious Verbal A ggression
Yes No Don't
Know
10. H ow  often d u rin g  the cou rse o f you r current w ork do you  feel the situation  in v o lv es  a risk o f  
attack, either verbal or physical?
N ever
N ot m ore than on ce a year  
At least yearly but less than on ce a m onth  
At least m onth ly  but less than on ce a w eek  
O nce a w eek  or m ore
11. H ow  w ell eq u ipp ed  do you  feel in d ea lin g  w ith  aggressive  incidents?
a) Physical A ggression
C onfident in m ost cases  
M oderately confident  
N ot at all confident
b)
12.
13.
14.
15.
16.
Verbal A b u se /A g g ress io n  
C onfident in m ost cases  
M oderately confident 
N ot at all confident
Yes No
D oes you r departm ent have a p o licy  relating to the prevention  and m anagem ent 
o f  aggression? Y es /  N o  /  D on't k now
If Y es, are all areas in w hich  p sych olog ists w ork  covered? Y es /  N o  /  D on't k n ow
H ave you  received  any training in p reventin g  and m anagin g  aggression? Y es /  N o
D o y o u  feel in need o f further training? Y es /  N o
D o y o u  feel able to p rovid e training to others? Yes /  N o
In relation to w ork co llea g u es /o th er  staff have you  experienced  an y o f the fo llow in g  in the course  
o f you r work?
Physical A ggression  
Verbal A buse  
Verbal A ggression  
Threats or M enaces 
Fear o f  Attack (no w eapon) 
Fear o f Attack (w ith  w eapon) 
Racial H arassm ent 
Sexual H arassm ent
Yes No
IF YOU HAVE EXPERIENCED ANY SERIOUS VERBAL ABUSE/AGGRESSION, 
PHYSICAL ABUSE, THREAT OR HARASSMENT PLEASE COMPLETE THE 
FOLLOWING QUESTIONNAIRE
INCIDENT QUESTIONNAIRE
P lease com p lete the fo llo w in g  for the m o st se r io u s/fr ig h ten in g  incident o f  a b u se /a g g r e s s io n /th r e a t /h a ­
rassm ent that you  h ave  su ffered , w hether verbal or physical.
1. N ature o f Incident - Briefly describe (if w illin g ) in clu d in g  injury received  (if any):
2. Injury susta ined  
N o  physical injury
M inor injury n ot n eed in g  m edical in tervention  
(e.g. cuts, bruises]
Injury n ecessitating m edical in tervention  
O ther ( s p e c i f y ) ...........................................................
3. D etails o f assailant:
a) A ge  .................................
b) M ale /  Fem ale
c) Racial G roup: (circle) 
African  
Bangladeshi
E n g lish /S co ttish /W elsh
Indian
Pakistani
Turkish
O ther European
Arab
Caribbean
Greek
Irish
SE Asian  
O ther Black 
O ther W hite
d) Inpatient O utpatient D ay Patient O ther (specify)
e) Psychiatric d iagn osis  ................................................................... (N ot applicable) | |
f) W as the person  under a section o f the M .l 1. Act or b ein g  assessed  for this?
Yes /  N o  /  Don't k now
g) D id you  k n ow  the person? Y es /  N o
If Yes,
i) For h ow  long? ............................. .............................................................. .........................................
ii) W hat w a s the nature o f your r e la t io n s h ip ? ..............................................................................
h) N atu re o f  p rob lem  for w hich  referred:
N ot referred
A ssessm en t of aggressive  behaviour
O ther assessm en t ( s p e c i f y ) .................................................................. ...
Treatm ent o f aggressive  behaviour
Treatm ent o f other problem  ( s p e c i f y ) ...........................................................
O ther ( s p e c i f y ) ........................................................................................................
i) A ny record o f p rev iou s aggression?
j)
4.
None
Physical Aggression 
Verbal Abuse/Aggression  
Threats and menaces 
Was perpetrator intoxicated by alcohol or drugs at the time? 
Do you consider you dealt with the situation adequately?
Not within 
year prior to 
incident
If Yes, what enabled you to deal with it?
Within year 
prior to 
incident
Not Known
Yes /  No /  Don't know  
Yes /  No
5. Did you tell others about this incident? Yes /  No
6. . W ho d id  you  tell (tick as applicable):
H ead o f D epartm ent 
O ther p sy ch o lo g y  co lleague(s)
O ther colleagu e(s)
Security personnel 
Friends
O thers (specify) ...................................................................
7. D o you  con sid er you  w ere g iv en  ad eq uate support?
Yes No
Y es /  N o
W ho from? ..........................................
8. W as an incident form  com pleted?
9. D id the in cid en t occur:
a) In you r w orkplace
b) In the g ro u n d s o f  you r w orkplace
c) In a com m u n ity  setting
Y es /  N o
Specify the nature o f the settin g  (e.g. RSU, clien t's h om e, rehabilitation w ard, h oste l, d ay  centre)
10. Did it occur:
a) In norm al office hours
b) O u tside norm al office hours  
(e.g. if w ork ing late)
11. D id you  h ave a system  to signal for help?
12. W ere you  able to activate the signal?
If Yes, d id  you  activate it?
If N o , w hat prevented  you  (specify) . . .
Y es /  N o
Y es /  N o  /  N o t  ap p licab le  
Yes /  N o
13. W ere you  on  you r ow n  or w ith other staff at the time?  
If w ith others, sp ecify  w h o m .................................................
A lon e /  W ith o th ers
14. W ere the actions o f others:
P ositively  helpful
N either help fu l nor unhelpfu l 
P ositive ly  unh elp fu l
15. W ere you  aw are o f the risk presented by the person?
If N o, w hat w ou ld  have enabled you  to predict the risk?
Yes /  No /  To some extent
16. W ith h ind sigh t, could  the incident have been  prevented?  
Y es /  N o  /  O nly  b y  avo id in g  the situation  
S p e c i f y .................................................................................................
17. In you r op in ion , w as the incident m otivated  by:
Sexual intent Y es /  N o  /  D on't k n ow
Racial intent Yes /  N o  /  D on't k n ow
18. Did the incident occur d u rin g  the im plem entation  of statutory proceedings?
Yes /  N o  /  D on't k now
If Yes, s p e c i f y ........................................................................................................................................
19. H as the incident affected you r practice (e.g . m ore frightened, taken preventative m easures,
avo id ed  d ifficu lt patients, etc.)? Y es /  N o
If Yes, sp ec ify
20. D id the in cid en t result in any changes in you r departm ental policies?  
If Yes, s p e c i f y ...............................................................................................................
Yes /  N o
21. Any other comments:
Data for Qualitative Analysis
Appendix 2:
Psychologist
Female, white, 
principal
(I)
Assailant
Female, white, age 23 
outpatient.
Borderline 
personality 
disorder, known to 
psychologist
Situation
Alone in 
psychologist’s 
office in Day 
Hospital in office 
hours
Description given o f  incident and  
com m ents
Client threw a bunch o f  keys in my face.
I sustained a black eye. I was struck at 
the time by how frightened and disabled 
other colleagues were by the incident. 
Most were extremely reluctant to become 
involved in any way, even when I had to 
remove her bodily from my room.
I was inexperienced at the time and had 
already allowed/encouraged some 
fundamental boundaries to be crossed.
I did not appreciate the complexity and 
severity o f  the problem I was dealing 
with.
Male, white, top-grade
(2)
Female, white, senior
(3)
Female, white, age 27 
outpatient
head injury, known to 
psychologist
Alone in 
psychologist’s 
office in office 
hours
Male, white, age 26
inpatient.
Manic-depressive
illness/personality
disorder, known to
psychologist
Alone in Adult 
Psychiatry Ward 
in office hours
Kicked by a patient who thought I was 
talking about her to other. A routine 
incident from a confused severely head 
injured patient. Part o f  the job. One 
tries to avoid such situations as much as 
possible, i.e. see them coming, but it is 
not always possible and you can get 
caught.
N o overt, concrete verbal/physical 
attack, but I felt vaguely unsafe and 
anxious in a few  therapy sessions with 
this male client who was at the time an 
inpatient in a psychiatric unit. More o f  a 
‘gut feeling’ than anything I could prove 
at the time. It turned out that a couple o f  
weeks later the client was arrested for 
sexually assaulting a female nurse in the 
nurses’ home. I talked about how I felt 
with the senior charge nurse...and with 
my District Psychologist...It was a 
couple o f  weeks later that the sexual 
assault on a nurse from the general 
hospital occurred. Everyone was 
shocked about the nature o f  the incident 
as the patient had no previous record o f  
aggressive acts or threats. This incident 
happened in the first couple o f  months o f  
my being a Basic Grade...I had little 
experience in a psychiatric setting. I
175
Male, white, principal
(4)
Male, white, top-grade
(5)
Male, white, top-grade
(6)
Female, white,
principal
(7)
Male, white, age 35 
outpatient. 
Schizophrenia not 
known to 
psychologist
Female, white, age 12 
inpatient, behaviour 
disorder, known to 
psychologist
Male, white, age 28 
inpatient,
schizophrenia, known 
to psychologist
Male, white, age 50 
outpatient, 
anxiety/depression, 
known to 
psychologist
With others in 
D.G.H. Psychiatry 
Unit in office 
hours
Alone in Child 
and Adolescent 
Psychiatry Unit in 
office hours
Alone in 
Psychiatric Ward 
in office hours
think at this stage one is particularly 
vulnerable. It is important to trust ‘gut 
feelings’ not to dismiss them and to have 
access to support and guidance. It is 
important to feel able to express worries 
no matter how vague, abstract and 
unclear they are.
Grabbed by patient, pushed to ground, he 
tried to strangle me and hit me about the 
head. I tried to use the incident to 
mobilise a written policy but left before 
this was achieved.
Kicked, punched and scratched by a 12 
year old.
Male psychiatric patient in a psychotic 
episode became physically aggressive. 
(Psychologist sustained minor injuries).
Alone in client’s During a home visit to a w ell known
home outside client. (I was) called out by family who
office hours were upset by his withdrawal and
conditions. I visited to assess whether 
there was a need to admit him. The 
family had all left, he was drunk, and had 
a knife.
Female, white, 
principal
(8)
Female, white, top-
grade
(9)
Male, white, top-grade
( 10)
Male, white, age 30 
outpatient, alcohol 
problems, known to 
psychologist
Female, white, age 16 
child in care, no 
psychiatric diagnosis 
known to 
psychologist
Male, white, age 30 
relative o f  patient, no 
psychiatric diagnosis 
wife known to 
psychologist
With others in 
Alcohol Advice 
Centre in office 
hours
With others in 
Youth Training 
centre in office 
hours
Alone in the 
hospital reception 
in office hours
Client at the walk-in advice centre was 
shouting abuse and spitting in my face.
1 was thrown on the ground.
Husband o f  a female client was angry 
about his wife becom ing more assertive 
in the course o f  therapy and shouted at 
me about this in the hospital reception.
176
Female, white, senior
(11)
Male, white, age 24 
outpatient, 
psychopathic 
personality not 
known to 
psychologist
Alone in
Community Mental 
Health Centre in 
office hours
Assessment o f  a client with a long 
history o f  violence. As well as 
threatening graphically to kill his 
girlfriend, he also threatened a 
‘Hungerford Massacre’ in...His 
demeanour and past behaviour made 
this feel a realistic threat. I was alone 
in the centre at the time.
Male, white, top-grade 
( 12)
Female, white, basic
(13)
Female, white,
principal
(14)
Female, white, age 35 
outpatient,
obsessional neurosis, 
known to 
psychologist
With others in 
client’s home 
outside office hours
Male, white, age 22 
outpatient, learning 
difficulties, known to 
psychologist
Male, white, age 23 
inpatient, autistic, not 
known to 
psychologist
Alone in
Community Mental 
Health Team office 
in office hours
With others in 
corridor o f  
workplace outside 
office hours
I visited a patient at home with a 
female social worker. While 
interviewing the patient in the presence 
o f  her husband she became abusive and 
ordered us to leave. When we tried to 
persuade her to continue the interview 
she attacked the social worker pulling 
her hair. She was removed form the 
social worker by her husband. We 
left. On reflection I am surprised how  
infrequently such incidents occur.
Aggressive outburst o f  a mentally 
handicapped client who had a serious 
history o f  biting other people. 
(Psychologist sustained minor injuries).
Hospital resident in agitated state biting 
and kicking; took him back to the 
ward calming him down on the way. 
This was not a client: another resident 
had removed the new resident from the 
ward to a group area I was working in 
and 1 was better able to return him than 
the only nurse available, so I took him 
while he warned the ward. 
(Psychologist sustained minor injuries). 
Most clients I have seen through 
aggressive outbursts have been very 
afraid at the time: very few  have been 
aggressive through anger and mostly 
that was possible to channel into 
cathartic outburst. Quiet confidence 
was essential in all instances to contain 
and then decelerate the situation.
177
Female, white,
principal
(15)
Male, white, age 25 
inpatient, diagnosis 
not known, not 
known to 
psychologist
Alone in office in 
office hours
I was conducting an assessment session  
with a man whom I had been warned 
was expressing aggression and 
agitation. I had been advised to sit 
behind desk near buzzer by my line 
manager. I was a basic grade at the 
time and inexperienced. The man 
became very annoyed, picked up the 
telephone and threw it at me. I 
pressed the alarm. He left the room 
and broke a reinforced plate glass 
window..M y boss at the time made me 
feel guilty about using the buzzer - the 
only person who ever had.
Female, white, senior
(16)
Male, white, late 2 0 ’s 
partner o f  client, no 
psychiatric diagnosis, 
known to 
psychologist
Alone in client’s 
home out o f  office 
hours/in workplace 
in office hours
Intimidated and threatened with serious 
physical harm by boyfriend/partner o f  
client. N o injury received, just 
followed, verbal abuse and harassment.
Female, white,
principal
(17)
Male, black, age 14, 
day school (special 
unit), behaviour 
problems, known to 
psychologist
With others in day 
school for 
handicapped 
children in office 
hours
14 year old boy, 5 ’ 10” in height, 
started to throw chairs and books round 
a classroom with m yself, the teacher, 
and 8 other handicapped children. No- 
one was badly injured. Life carries a 
degree o f  risk. I accept it in the job. I 
will do my utmost to minimise the risk 
but in a situation with a volatile client 
and many others present it is 
impossible to control all factors. 
Similarly, in my current job some 
clients with dementia w ill behave in an 
aggressive fashion. However good  
staff are, they cannot always prevent 
the outburst.
Male, white, principal
(18)
Male, white, age 32 
inpatient, learning 
difficulties, known to 
psychologist
With others in 
Ward in office 
hours
A verbal outburst, including the 
throwing o f  furniture and pot-plants.
Female, white, top-
grade
(19)
Male, white, age 13 
inpatient, severe 
mental handicap, not 
known to 
psychologist
Alone in Children’s 
Ward o f  long-stay 
hospital in office 
hours
Bitten by young man, sustained 
bruising and puncture wounds to upper 
arm, through 3 layers o f  (winter) 
clothing! This is the incident which 
sticks in my mind because it was so 
unexpected - numerous other injuries 
(mostly minor) occurred while I 
worked in the long-stay setting.
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(As above) 
(19a)
Male, white, senior 
(20)
Male, white,
principal
(21)
Female, white, basic
(22)
Male, white, age 40 
client’s mother’s 
cohabit, no 
psychiatric diagnosis, 
not known to 
psychologist
Various
Male, white, age 45 
inpatient, head injury, 
known to 
psychologist
Male, black, age 20 
inpatient, not known, 
not known to 
psychologist
Alone in client’s 
home outside office 
hours
Various
With social worker 
in neuro rehab. Unit 
in office hours
Alone outside 
office in an area 
used by inpatients 
to play snooker in 
office hours
I went on a home visit to a new client. 
Client and mother were absent 
(unknown to me). The only occupant 
o f  the home was the cohabitee o f  the 
mother who was drunk (and a large 
Alsation dog). I found m yself alone in 
the house with this man, but got out 
unscathed. The incident was laughed 
o ff by my male colleagues.
General nature: verbal abuse, physical 
shoving and pushing.
Attempted attack on social worker
I was threatened with the blunt end o f  a 
billiard cue raised over m y head. The 
patient thought I had referred to him by 
name (which I had not), which he 
didn’t like. M y office at the time was 
very isolated. Although the office 
locked, clients from three inpatient 
wards had free access to an open area 
in front o f  the office so one had to walk 
past clients who were not individually 
known. I had previously thought this 
very risky and the threat was confirmed 
by this incident.
In terms o f  management response at 
the time, it seemed very unsympathetic 
re: alarm systems, etc. The other 
possible threat o f  sexual harassment or 
violence was largely ignored despite 
the three offices in this situation all 
being occupied by female 
psychologists.
Female, white,
principal
(23)
Female, white, basic
(24)
Male, white, age 16 
inpatient, learning 
difficulties, not 
known to 
psychologist
Male, white, age 22 
inpatient, mental 
impairment and 
epilepsy, not known 
to psychologist
Alone in workplace 
in normal office 
hours
With others in 
inpatient unit in 
office hours
Carrying out an assessment with a 
teenage boy who had a steel comb with 
a pointed end and was unwilling for me 
to leave the room.
Hit in eye by patient
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Female, white, top-
grade
(25)
Female, white, age 21 
inpatient,
schizophrenia, known 
to psychologist
With others in In the course o f  enacting a programme
hospital ward in (agreed by m yself and the team) I was
office hours bitten by the client. The nurse had to
extract her teeth from my hand and my 
injuries required medical treatment. 
The risk was inherent in the course o f  
action planned. The programme was 
extremely successful - sometimes one 
takes calculated risks.
(As above) 
(25a)
Male, white, age 39 
outpatient,
schizophrenia, known 
to psychologist
Psychologist alone 
in her home outside 
office hours 
(midnight)
An ex-patient o f  mine came round to 
my home at midnight and started 
banging on the door demanding to be 
let in. He had the delusional belief 
that I was having ‘his’ baby. I lived  
alone. He continued to bang on the 
door and shout for about 45 minutes 
before I finally persuaded him to calm  
down and go. At no stage did I open 
the door He must have looked up my 
address in the telephone book. (I had 
moved about one year before and 
whilst I had been ex-directory in my 
previous flat I had not checked that this 
facility had been transferred).
Female, white, basic
(26)
Female, white, age 25 
inpatient, behaviour 
disorder, known to 
psychologist
With others in deaf 
unit in office hours
An inpatient was clearly angry, for 
unknown reasons, and was verbally 
abusive and threatening. When I tried 
to leave she caught hold o f  me - the 
nurses intervened.
(As above) 
(26a)
Male, white, age 20 
inpatient, psychotic 
episodes, behavioural 
disorder, known to 
psychologist
Various Continuous sexual harassment by 
patient with a history o f  physical 
aggression. Threat o f  harm over a 
period rather than a specific incident
Male, white, top-grade
(27)
Female, black, age 18 
outpatient, no 
psychiatric diagnosis, 
known to 
psychologist
Alone in office in 
psychology 
department in office 
hours
Metal chair thrown at me by patient 
causing minor cut and bruising.
Female, white, senior
(28)
Male, white, age 30 
parent o f  child, no 
psychiatric diagnosis, 
known to 
psychologist
With others in ward 
outside office hours
Parent becoming increasingly angry 
about formulation o f  problems and the 
action plan to help his daughter. 
Verbally aggressive, body posture 
aggressive, slamming door, etc.
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Female, white, senior
(29)
Female, white, top-
grade
(30)
Female, white, age 15 
inpatient, anorexia 
nervosa, known to 
psychologist
Female, white, age 30
S.E.C. attender, not 
known to 
psychologist
With others at 
adolescent unit in 
office hours
With other clients 
in S.E.C. in office 
hours
Two adolescents started fighting whilst 
I was supervising washing-up (whilst 
working on an inpatient adolescent 
unit).
Client unknown to me, although in a 
setting familiar to her, was recovering 
from a grand mal fit. On waking she 
grabbed my hair. I was sitting with 
her while the manager went out o f  the 
room.
Female, white, senior 
(31)
Female, white, top-
grade
(32)
Female, white, age 24 
day patient, 
behaviour problem 
(also deaf), known to 
psychologist
Male, white, age 36 
outpatient, schizoid 
personality disorder, 
known to 
psychologist
With others in 
nurses office in 
deaf unit in office 
hours
With others in 
outpatient clinic in 
office hours
Slapped across the face in the nurses 
office o f  the D eaf Unit. Patient was 
frightened and hit the first person she 
saw.
Called to see patient causing a 
disturbance to the receptionists. While 
interviewing him the nurse asked i f f  
could come and have a word with him. 
He had called security who insisted on 
coming back to the room with me (they 
had wanted to go in and escort him 
out). Their presence lead to an 
increase in the patient’s anxiety which 
I consider lead to the attack - he 
attacked me and broke my nose. This 
was a situation in which other people’s 
anxiety heightened everyone’s 
emotional arousal. I was less on my 
guard as I had been on leave for two 
months.
(As above) 
(32a)
Female, white, age 37 Alone in outpatient 1 was shouted at for half an hour by a
outpatient, 
personality 
disorder/disorder, 
known to 
psychologist
clinic in office patient who was anxious about the way
hours she is described in psychiatric notes,
and was demanding that they be 
destroyed. I had a headache for 
several days afterwards.’ T later 
discovered her screaming was an 
attempt to get through to others - 1 can 
now fairly reliably abort it by telling 
her I can’t listen to her if  she screams 
at me.
Female, white, basic
(33)
Male, white, age 31 
community house 
resident, learning 
difficulties/ 
personality disorder, 
known to
With others in 
community housing 
project out o f  office 
hours
As a trainee I regularly visited a 
community house for four adults with 
moderate learning difficulties. The 
client was known to get upset when 
parents visited. On a visit I heard 
shouts, rushed to the room, and helped
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psychologist
Male, white, trainee
(34)
Female, white, top-
grade
(35)
Male, white, age 42 
outpatient, no 
psychiatric diagnosis, 
known to 
psychologist
Female, white, age 29 
inpatient, learning 
difficulties, known to 
psychologist
Male, white, top-grade
(36)
Male, white, age 21 
inpatient, severe 
mental impairment, 
known to 
psychologist
Alone in hospital 
outpatient
department in office 
hours
Alone in 
community short 
term care unit for 
people with 
challenging 
behaviours in office 
hours
With others on 
ward in Mental 
Handicap Hospital 
in office hours
two female staff physically restrain 
him. He hit all o f  us when we relaxed 
our hold, but mostly one o f  the other 
staff. He shouted too. In my current 
job I’m more often sexually harrassed 
by clients than subject to ‘aggression’.
In adult mental health specialty a male 
patient was angry at me for various 
reasons. Verbal aggression/threat 
only.
A client o f  mine had been moved from 
her home to a place o f  safety, I saw her 
24 hours later. She was reported by 
staff to have settled well. However, 
soon after our session began she began 
pounding the chair she was sitting on 
with her fists and screaming about her 
home. She stood in front o f  me 
(seated) and with her fists clenched and 
her face close to mine, shouted ‘I’ll tell 
them. I’ll tell them’, etc. I managed to 
persuade her to sit and eventually she 
calmed down. Even with knowing this 
woman and having heard other staff 
speak about how they felt when 
threatened by her I was still very 
surprised by my own response - the 
delayed shock simply turned me to a 
jelly  for a while. On the unit 
immediately following the incident I 
feel no need o f  support - 2-3 hours later 
when I needed it I was alone and the 
following day when I described the 
incident to colleagues I felt they were 
unsure how to respond
Biting, scratching, kicking, head 
butting from a severely intellectually 
impaired man exhibiting acute 
injurious behaviour to se lf  and others. 
Injury fi-om severely aggressive clients 
has been an integral element o f  trying 
to develop management practices when 
clients are self-injuring - our ‘safe’ 
option is to leave alone or accede to 
demands - neither o f  which would be 
therapeutic. Hence damage to se lf  is 
accepted as par for the job needing to 
be done to help develop self-control in 
difficult individuals.’ ‘I am not 
frightened by aggression from clients.
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Male, white, senior
(37)
Male, white, top-grade
(38)
Female, white, senior
(39)
Female, white?, senior
(40)
Female, white, age 70 
outpatient, dementia, 
not known to 
psychologist
Male, white, age 27 
ex-hostel resident, 
schizophrenia/person 
ality disorder, known 
to psychologist
Alone in Day 
Hospital in office 
hours
With others in 
hostel outside office 
hours
Male, white, age 30 
outpatient, diagnosis 
not supplied, not 
known to 
psychologist
Alone in Day 
Centre outside 
office hours
Female, white, age 50 
inpatient,
schizophrenia, not 
known to 
psychologist
Alone in locked 
acute psychiatry 
unit in office hours
Assessing a mildly demented woman 
who was very upset at being at the day 
hospital and kicked at me and the 
furniture throughout my (half hour) 
time with her.
An ex-resident o f  the voluntary hostel 
was causing problems (drunk) when 
visiting. Staff member rang me to 
come round. Almost as soon as I got 
in the door he smashed me in the face. 
Client: ex-regional secure unit - 
paranoid when drunk. I represented 
authority and all that M.H. services had 
done to him. He apologised next day! 
I f  s.easier to know what to do in 
theory than to carry it out in practice
Shut in room with male client, rest o f  
staff left building (5 p.m.) despite 
request for member o f  staff to remain 
within calling distance. Client became 
very aggressive in talking about 
women and tried to masturbate in the 
room whilst expressing a wish to kill 
women. Not treated seriously by male 
colleagues. Difficult to get the balance 
right between providing a ‘user 
friendly’ service and ensuring adequate 
safety measures without becoming 
obtrusive and hindering relationships.
I feel that staff are often expected to 
take risks/accept abuse as part o f  the 
job and this leads to almost being 
accepting o f  personal abuse. Need  
more discussion o f  these issues and 
development o f  clearer guidelines. 
Useful to discuss issues both in 
practical terms - safety measures etc. - 
and in more therapeutic terms - dealing 
with anger in therapy, etc.
Female patient in acute psychiatric unit 
attempted to strangle me, i.e. jumped 
up at me whilst we were talking and 
put her hands round my neck.
(Trainee on placement at the time). I 
feel that the situation could have been 
avoided if  the placement in the acute 
unit/ward had been better planned and 
structured. Essentially I had no clear 
role or objectives. With the type o f
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disturbed patients I was in contact with, 
I don’t feel that it is advisable or 
appropriate to have a trainee ‘floating’ 
around’ getting to know them. It’s too 
unstructured for both staff and trainees. 
I feel my supervisor was in large part 
responsible for the incident arising 
because o f  the unplanned and very 
unsupportive nature o f  the placement. 
This supervisor did not in fact accept 
any responsibility and wasn’t very 
helpful about the incident.
Male, white, principal
(41)
Male, white, age 33 
outpatient, 
personality disorder, 
known to 
psychologist
Alone in 1 was interrupted at work by a current
Psychology client arriving in a highly distressed
Department in and disturbed state. He had been
office hours searching for me through the building.
A brief verbal exchange, already highly 
volatile, did not help - a physical 
assault developed very quickly - 
pummelling, punching.’ ‘The person 
was a victim o f  extreme and chronic 
abuse - profound difficulties in relating 
to others - typically as a 
victim/persecutor - his contact with me 
had attempted to provide a different 
experience - only partially and 
temporarily successful - at this time the 
person sought to persecute me in 
response to my failure to meet an 
unrealistic expectation.
(As above) 
(41a)
Male, white, age 43 
outpatient, diagnosis 
‘not applicable’, 
known to 
psychologist
Alone in Extremely angry client - withdrawing
Psychology from long-term anti-depressant
Department in medication - threatened me, my family,
office hours and anyone coming in his path -
Hungerford style. He became 
increasingly worked up and said he had 
a knife. Client perceived me as ‘one o f  
them’, i.e. opposed to him and denying 
him access to the good things in life - a 
job, money, relationship, respect, etc.
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Male, white, top-grade
(42)
Male, white, principal
(43)
Male, white, age 25 
patient in another unit 
visiting my place o f  
work, alcohol related 
problems, not known 
to psychologist
Alone in the ground 
o f  hospital for 
people with 
learning difficulties 
in office hours
Female, white, age 28 With others in
inpatient, 
psychopathic 
disorder, known to 
psychologist
R.S.U. admission 
ward in office hours
1 was attacked by a person visiting the 
hospital who was drunk. I didn’t 
handle this situation very well which 
probably made the attack more likely 
to happen, although it is quite likely to 
have occurred whatever I had done. 
(Psychologist incurred minor injuries). 
The rapidity and unexpectedness o f  the 
situation was what reduced my 
effectiveness in handling it. My 
assailant was charged with the attack 
and, with other offences taken into 
consideration, received a one year 
prison sentence which sadly probably 
did him no good at all.
‘Assaulted by female patient detained 
against her will by provisions o f  M.H. 
Act. Grabbed me round the throat 
when I denied her appeal to open a 
locked door.’ ‘An unexpected but not 
traumatising incident - ‘In the wrong 
place at the wrong tim e’ - not a 
personalised attack, no injury 
sustained.
(As above) 
(43a)
Male, white, age 36 
outpatient, no 
psychiatric diagnosis, 
not known to 
psychologist
Alone in
community based 
Psychology H.Q. in 
office hours
Thinly veiled threats and menace from 
client charged with G.B.H. during 
initial interview (preparation o f  report 
for court). Clients behaviour was a 
characteristic reaction to perceived 
threat o f  my authority. Relaxed once 
the issue was confronted and discussed.
Male, white, top-grade
(44)
Male, white, age 25 
hostel resident, 
schizophrenia, known 
to psychologist
Alone in 
Rehabilitation 
Hostel in office 
hours
Physical attack from a hostel resident. 
(Psychologist sustained minor injuries).
Female, white, senior
(45)
Female, white, age 20 
outpatient, drug 
addiction, known to 
psychologist
Alone in clinic in 
community outside 
office hours
I was working alone in a clinic at night. 
I had received a note from a colleague 
that a woman addict would be coming 
in and was likely to be abusive. She 
had a history o f  violence and routinely 
had three men with her to do any dirty 
work! Fortunately, for me she didn’t 
come in, but this was due to her whim, 
not anything I could do to prevent her 
canying out her threats.’ ‘I received  
plenty o f  understanding but this was 
not translated into useful action.’
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Male, white, principal
(46)
(As above) 
(46a)
Female, white,
principal
(47)
Female, white,
prinicipal
(48)
Male, white, age 30 
inpatient, psychopath, 
not known to 
psychologist
Female, white, age 32 
outpatient, 
personality disorder, 
known to 
psychologist
Male, white, age 35 
inpatient, ? head 
injury, known 
slightly to 
psychologist
Male, white, age 35 
outpatient, social 
anxiety/inappropriate 
sexual adjustment, 
not known to 
psychologist
In grounds o f  
Special Hospital in 
office hours
Alone in Health 
Centre in office 
hours
Alone in office o f  
Medical 
Psychology 
Department o f  
General Hospital in 
office hours
In office in Adult 
Psychiatric Hospital 
in office hours
Please note that nothing happened, but 
the potential was very present.
Personal threat was very real and due 
to the circumstances I was very limited 
as to how to protect m yself and other 
clients. Protection ultimately meant 
not having the service. In addition, 
half o f  the clinic building was derelict 
and insecure, therefore anything could 
happen to me and no-one could hear to 
help.
In Special Hospital...convicted multiple 
murderer threatened to kill me once 
discharged.
Client threw her house keys on my 
desk, said ‘you look after my dog’ and 
ran out o f  my office saying she was 
going to kill herself.
A patient who was responsible for 
keeping and arriving at his 
appointments had arrived two hours 
late and given an excuse to the 
secretary. Having agreed to see him 
for a few minutes to enable a short 
session to take place he was asked to 
contact the department in advance if  he 
could not keep appointments. He 
picked up the test equipment and threw 
it at me. I was not hit - he stormed out 
o f  the building. Support - what 
support??? As an experienced 
psychologist the incident has not 
unduly affected me but has heightened 
my awareness o f  the need to protect 
and train less experienced members o f  
staff. The attitude o f  other staff left a 
great deal to be desired - it was almost 
dism issive perhaps because o f  their 
different expectations.
Indecent exposure, gross indecency, 
during a hospital appointment with me 
(female psychologist) on my own in 
my office.
Male, white, top-grade Female, white, age 46 Alone in client’s Patient locked me in a room and
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(49)
Female, white, senior
(50)
(As above) 
(50a)
Female, white,
principal
(51)
outpatient, alcohol 
abuse, known to 
psychologist
Usually male, white 
mixed ages, various 
diagnosis, inpatients 
and outpatients, 
known to 
psychologist.
Male, white, age 38 
outpatient, social, 
relationship problems 
known to 
psychologist
Two clients: 1 male, 
1 female age 24 and 
25 outpatients, 
none/learning 
difficulties, known to 
psychologist
home outside office 
hours
Alone in workplace 
(unspecified) in 
office hours
Alone in 
Psychology  
Department in 
office hours
Alone in client’s 
home in office 
hours
threatened violence when I refused her 
request for medication.
None o f  the incidents I can think o f  
merit the label ‘serious’. Most revolve 
around overcontrolled clients shouting 
with anger - white knuckles/face - 
expressing a lot o f  verbal aggression 
and/or fear o f  losing control and really 
hurting me. I was surprised to find that 
I could recall several clients that I had 
felt nervous about - but don’t want to 
be overdramatic, because at no time did 
I really think something could happen 
that I couldn’t control -  just a feeling 
o f  apprehension
Seeing a client who in his last session  
began to disclose very positive 
transference feelings. He.tried to hug 
me and I kept m yself at a distance with 
a handshake, but then when I opened 
the door (at 6 pm) it was to find the 
corridor in darkness, doors locked. 
Though I told him to stay in my office 
he followed me along the corridor - no 
injury at all - just scared! The same guy 
in the first session had stormed into my 
office shouting at a social worker on 
the other end o f  the line and then flung 
him self into a chair. I just responded 
by empathising with his feelings o f  
anger.
(Adequate support? No:) My head o f  
specialty simply told me not to see 
people out o f  hours.
Visit to clients possibly to ‘lose’ their 
child into care. I had been warned that 
the family (2 clients and 3 brothers) 
had intimidated social worker and 
Guardian ad litem and I was due to 
visit. I did so. They threatened to 
throw me o ff  the balcony i f  I 
persevered in trying to visit them. 
Perhaps I was frightened mainly 
because I had been warned. There 
have been more serious instances, e.g. 
sudden unprovoked outbursts, 
especially with poorly controlled 
epileptic clients, but this one could 
have been anticipated and others had 
been menaced. I don’t expect
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professional support, I have to give it!
(As above) 
(51a)
Male, white, top-grade
(52)
Female, white, age 27 With others in a
outpatient, learning Family Centre
difficulties/personality outside office hours 
disorder, known to 
psychologist
Female, white, age 28 
outpatient, obsessive- 
compulsive, known 
to psychologist
Alone in
Psychology Office 
in Psychiatric Unit 
o f  a General 
Hospital in office 
hours
Threat o f  physical attack from a mother 
on termination o f  access, followed by 
threat to throw child, followed by 
physical threat to Social Worker 
requiring intervention from me. (No  
injury).
Patient removed a ‘big enough’ kitchen 
knife from her handbag and walked 
toward me, coldly holding up the knife.
As above) 
(52a)
Female, white,
principal
(53)
Female, white, senior
(54)
2 clients, husband 
and wife, both white, 
age 40, outpatients. 
Wife: alcohol 
problems, wife 
known to 
psychologist, 
husband not
Male, white, age 24 
inpatient, severe 
learning
difficulties/autism, 
known to 
psychologist
Male, white, age 20- 
30 inpatient, 
psychopath, drug 
addict, known to 
psychologist
With others in 
Social Services Day 
Facility outside 
office hours
With others on 
Ward in office 
hours
Alone in sleep over 
at night
Husband o f  a woman in group therapy 
burst into therapy and hauled wife o ff  - 
man attacked by her with a pair o f  
scissors that she was carrying for self- 
defence. Both turned on the therapist.
I have been far more frightened as a 
young therapist by positive sexual 
advances made by clients. I gave up 
neuropsychology because o f  
involvement with a G.P. who had a 
head injury and subsequently killed 
him self - a case o f  empathie fear and 
consequent defence.
A young man jumped onto my back, 
put his hands around my neck, 
scratched my neck and pulled out some 
o f  my hair. Incident helped my 
understanding o f  the feelings o f  direct 
carers.
While on night duty in a therapeutic 
community I was followed into my 
room - shock o f  feeling intruded upon. 
Injuries required medical attention.
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Appendix 3
Definitions
NB: Multiple codings are allowable in all
sections unless otherwise specified. Record 
codings for men and women separately.
Nature of Attack
1. Physical acts
Data should only be included when a physical assault is reported, involving an attack 
on the psvchologist. Attacks on other people who may be present should not be 
included. “Throwing an object” should be included under category V: not specified if 
it is unclear whether or not it was directed at the psychologist. Such acts should not 
by included if no assault is implied in the account. Similarly, sexual harassment or 
physical acts, such as locking a door to confine the victim or following the victim, or 
threatening them with an object, should not be included under this heading. In each 
case, onlv the most serious physical act reported should be recorded.
The data should be sub-divided into the following categories on the basis of extent to 
which the victim could have been injured:
i. N o  p h y sic a l in ju ry  lik e ly  e.g. Spitting
ii. M in o r  in ju ry  o n ly  lik e ly  e.g. Hitting, grabbing
iii. M o d er a te  in ju ry  p o ss ib le  e.g. Kicking, biting, grabbing hair, hitting in
the eye, throwing an object at the victim
iv. S er io u s  in ju ry  p o ss ib le  e.g. Throwing to the ground, grabbing
around the throat, head butting
v. N o t sp ec ified  e.g. Physical aggression, throwing object.
2. Verbal abuse/aggression
Any mention of an angry or abusive verbal exchange should be included, 
e.g. “Shouted at me”, “verbally abusive”.
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3. Sources of threat
Any statement in which a threat is implied, even if not explicitly stated, should be 
included, except those expressing a sense of grievance or perceived reasons for the 
attack.
Each account may be coded in several ways. For instance, an account may involve a 
specific threat to the psychologist occurring in a situation where the potential 
perpetrator is drunk and has a weapon. All these aspects should be separately coded.
The data should be subdivided into the following categories:
i. Verbal threats: specifically to self
This should be coded when a verbal threat directed at the person reporting the 
incident has been made, e.g. “threatened to throw me off the balcony”, “thinly 
veiled threats and menaces”.
ii. Verbal threats: more generally
If threats have been made against others, they should be coded under this 
heading, e.g. “physical threat to social worker”, “threatened a Hungerford 
massacre”.
iii. Sense of threat from the characteristics of the person/situation
This should be coded when there are particular characteristics of the person or 
situation in which a threat is stated or implied e.g. “he was drunk and had a 
knife”, “felt vaguely unsafe and anxious”, a volatile client, office was isolated,
history of aggression, followed me into my room. In addition to this, the
following circumstances should be specifically noted.
a. Potential perpetrator drunk
This should be coded when a potential perpetrator is drunk.
b. Potential perpetrator had a weapon
This should be coded when either a weapon was used or the victim was 
told that the perpetrator had a weapon.
c. Presence of potentially dangerous dog
This should be coded when specifically mentioned.
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4. Sexual harassment
This should be coded when sexual harassment is specifically mentioned, when a 
specific sexual act is reported or when a specific sexual vulnerability is involved, e.g. 
“attempted to masturbate”, “tried to hug me”, “alone in sleep over at night... followed 
into my room”.
Beliefs Concerning the Causes of the Attack/Threat
Any statement reflecting on the cause of the attack(s)/threat(s) should be included, 
except those expressing a sense of grievance or their attitude to the attack. Include 
data from general as well as specific accounts. The data should be subdivided into the 
following categories.
i. Psychiatric/physical state
e.g. “Patient in a psychotic episode”, “a victim of extreme and chronic 
abuse”, “recovering from an epileptic fit”
ii. Emotional state
e.g. “Angry about his wife becoming more assertive”, “began to disclose 
very positive transference feelings”, “known to get upset when parents 
visited”
iii. Perception/belief about the victim
e.g. “Perceived threat of my authority”, “patient thought I had referred to 
him by name, which he didn’t like”, “perceived me as ‘one-of-them”
iv. Victims interaction with the perpetrator
e.g. “I refused her request for medication”, “I had no clear role or 
objectives”, “I didn’t handle this situation very well”.
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Attitude to the Attack
Any statement reflecting on the attack should be included, except those expressing a
sense of grievance or perceived reasons for the attack. The data should be subdivided
into the following categories:
i. Expectation/acceptance of risk
e.g. “The risk was inherent in the course of action planned”.
ii. Denial/minimisation of risk
e.g. “I am not frightened by aggression by clients”, “none of the incidents
merit the label ‘serious’”.
iii. Attitude to support
e.g. “I don’t expect professional support - 1 have to give it”, “immediately
following the incident I felt no need of support. Two or three hours 
later when I needed it I was alone”.
iv. Expression of a need for guidelines and training
e.g. “Important ... to have access to support and guidance”, “it’s easier to
know what to do in theory than to carry it out in practice”.
Sense of Grievance
Any account in which a sense of grievance is expressed or implied about the situation 
in which the psychologist was working or the reactions of others, should be included 
under this heading.
e.g. “my boss made me feel guilty”, “they were unsure how to respond”,
“what support??”, “the family had all left”, “he was drunk and had a 
knife”.
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SIM.TART
The p u rp o s e  o f  t h i s  r e s e a r c h  w as t o  i n v e s t i g a t e  th e  p o s s i b i l i t y  o f  
d e s ig n in g  a  r e l i a b l e  and  v a l i d  d r in k i n g  q u e s t i o n n a i r e ,  th e  n a t u r e  o f  
w h ich  w as b a s e d  on th e  p r o p o s i t i o n  t h a t ,  a l th o u g h  t h e r e  a r e  w id e  v a r i a t i o n s  
in  t h e  ty p e  o f  p ro b le m  c a u s e d  by  a l c o h o l  a b u s e ,  t h e r e  a r e  c e r t a i n  
sym ptom s w h ic h  a r e  g e n e r a l l y  c o n s id e r e d  t o  i n d i c a t e  a l c o h o l i s m .  A ls o  
t h a t  t h e r e  i s  a  p r o g r e s s io n  o f  sy m p to m a to lo g y  i n  th e  a c q u i s i t i o n  o f  
d e p e n d e n c e .
V a r io u s  g ro u p s  o f  a l c o h o l i c s  and  c o n t r o l s  c o m p le te d  th e  d r in k i n g  
q u e s t i o n n a i r e ,  and  d a t a  on a g e ,  s e x  and  s o c i a l  c l a s s  w as o b ta in e d  to  
d e te r m in e  w h e th e r  th e  g ro u p s  w ere  c o m p a ra b le ,  and t o  lo o k  a t  th e  e f f e c t s  
o f  t h e s e  v a r i a b l e s  on q u e s t i o n n a i r e  r e s p o n s e s .  The A lc a d d  T e s t  w as u s e d  
t o  i d e n t i f y  an y  a l c o h o l i c s  t h a t  m ig h t i n a d v e r t a n t l y  b e  i n c lu d e d  i n  th e  
c o n t r o l  g ro u p .  A q u a r t e r  o f  c o n t r o l  s u b j e c t s  s c o r e d  ab o v e  th e  c u t - o f f  
p o in t  on t h i s  t e s t ,  an d  t h e r e f o r e  c o m p r is e d  a  new g ro u p  d e s i g n a t e d  a s  
" a l c o h o l i c "  c o n t r o l s .
F a c t o r  a n a l y s i s  o f  th e  d a t a  d e m o n s t r a te d  t h a t  th e  d r i n k i n g  
q u e s t i o n n a i r e  w as u n id i m e n s io n a l ,  86 .4^- o f  th e  common f a c t o r  v a r i a n c e  
b e in g  a t t r i b u t a b l e  t o  th e  f i r s t  f a c t o r .  R e l i a b i l i t y  and  v a l i d i t y  
m e a s u re s  w e re  s a t i s f a c t o r y ,  and  e v e r y  i te m  d i s c r i m i n a t e d  s i g n i f i c a n t l y  
b e tw e e n  t h e  a l c o h o l i c  an d  c o n t r o l  g r o u p s .  A .A . m em bers s c o r e d  h ig h e r  
th a n  o t h e r  a l c o h o l i c s ,  a n d  th e  s c o r e s  o f  " a l c o h o l i c "  c o n t r o l s  o v e r la p p e d  
b o th  vnfch t h o s e  o f  th e  a l c o h o l i c  an d  c o n t r o l  g r o u p s .  S ex  and  c l a s s  
d i f f e r e n c e s  i n  t h e  r e s p o n s e s  t o  some i t e m s  w ere  o b t a i n e d ,  and t h e  
im p l i c a t i o n s  o f  t h e s e  d i s c u s s e d .
F u r t h e r  r e s e a r c h  i m p l i c a t i o n s  w ere  i n d i c a t e d ,  and  s p e c u l a t i o n s  w ere  
made a b o u t th e  v a r i o u s  u s e s  t o  w h ich  su ch  a  q u e s t i o n n a i r e  c o u ld  "^e p u t .
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INTRODUCTION
A lc o h o l  p la y s  r a t h e r  a n  a m b ig io u s  r o l e  i n  o u r  s o c i e t y .  I t  i s  
w id e ly  v a lu e d  f o r  i t s  a b i l i t y  t o  e a s e  s o c i a l  i n t e r a c t i o n ,  e n a b l in g  
p e o p le  t o  r e l a x  a n d  l e s s e n i n g  i n h i b i t i o n s .  B u t w hen i t s  n e g a t i v e  
c o n s e q u e n c e s  becom e a p p a r e n t  a l c o h o l  t a k e s  on a  c o m p le te ly  d i f f e r e n t  
i d e n t i t y .  . I t  h a s  a n  a d v e r s e  e f f e c t  on many a s p e c t s  o f  l i f e  
c o n t r i b u t i n g  t o  a c c i d e n t s ,  c r im e  r a t e s  and  a b s e n t e e i s m .  K e s s e l  an d  
W alto n  ( 1965) c o n s i d e r  a l c o h o l  t o  be  one o f  th e  com m onest c a u s e s  o f  
m e n ta l  h o s p i t a l  a d m is s io n .
One o f  th e  g r e a t e s t  s tu m b l in g  b lo c k s  t o  t h e  a d v a n c e  o f  k n o w led g e  
i n  t h i s  f i e l d  i s  th e  p ro b le m  o f  d e f i n i t i o n .  A lc o h o l is m  h a s  a t  
v a r i o u s  t im e s  b e e n  d e s c r ib e d  a s  a  s i n ,  a  s o c i a l  p ro b le m , a  d i s e a s e ,  
an d  a n  e m o tio n a l  p ro b le m . I n  a d d i t i o n  i t  h a s  b e e n  d e f i n e d  i n  te rm s  
o f  th e  a d v e r s e  e f f e c t s  on t h e  d r i n k e r ,  h i s  f a m ily ,  o r  s o c i e t y ,  a s  
w e l l  a s  i n  te rm s  o f  s p e c i f i c  p h y s i c a l  and  p s y c h o lo g i c a l  sym ptom s.
M o ra l ,  e m o tio n a l  an d  r e l i g i o u s  o v e r to n e s  h a v e  f U r t h e r  s e r v e d  t o  o b s c u re  
an d  c o n fu s e  th e  i s s u e s .
The f a i l u r e  t o  d e f i n e  a l c o h o l i s m  p r e c i s e l y  h a s  m ade i t  im p o s s ib l e  
t o  e s t i m a t e  a c c u r a t e l y  th e  s i z e  o f  th e  p ro b le m . E s t i m a t e s  h a v e  
so m e tim e s  b e e n  b a s e d  on th e  p h y s i c a l  c o n s e q u e n c e s  o f  h e a v y  d r i n k i n g  
su c h  a s  t h e  num ber o f  d e a t h s  d u e  to  c i r r h o s i s  o f  th e  l i v e r .  H ow ever, 
t h e s e  e s t i m a t e s  a r e  d i f f i c u l t  t o  i n t e r p r e t ,  s i n c e  th e  p e r c e n t a g e  o f  
a l c o h o l i c s  who d e v e lo p  c i r r h o s i s ,  an d  th e  p e r c e n ta g e  o f  d e a t h s  d u e  t o  
c i r r h o s i s  a s  a  r e s u l t  o f  a l c o h o l i s m  a r e  unknow n. O th e r  p r e v e l a n c e  
d a t a  h a s  b e e n  b a s e d  on b e h a v io u r a l  c r i t e r i a ,  i n c l u d i n g  e x c e s s i v e  
i n t a k e  o f  a l c o h o l ,  m e n ta l  d i s t u r b a n c e  due to  d r i n k i n g ,  d i s t u r b a n c e s  
o f  s o c i a l  an d  econom ic f u n c t i o n i n g ,  a n d  l o s s  o f  c o n t r o l  o v e r  d r i n k i n g .  
C la r k  ( 1966) d e m o n s t r a te d  t h a t  t h e s e  v a r i o u s  i n d i c a t o r s  y i e l d  
d i f f e r e n t  i n c id e n c e  d a t a ,  a n d  t h a t ,  ev en  when s i m i l a r  e s t i m a t e s  w e re  
o b ta in e d ,  t h e  i n d i v i d u a l s  i d e n t i f i e d  a s  a l c o h o l i c s  i n  each  c a s e  d i f f e r e d ,
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T he N a t io n a l  C o u n c i l  on A lc o h o l is m  ( l9 7 2 )  s t a t e d  t h a t  a p p r o x im a te ly  
one i n  t e n  d r i n k e r s  d e v e lo p  p s y c h o lo g i c a l  an d  p h y s i o l o g i c a l  d e p e n d e n c e  
on a l c o h o l .  T h is  a r g u e s  a n  u r g e n t  n e e d  t o  i d e n t i f y  a l c o h o l i c s  an d  
t h o s e  a t  r i s k  i n  t h e  p o p u l a t i o n .  H ow ever o u r  m eans o f  i d e n t i f i c a t i o n  
a p p e a r  t o  h e  i n a d e q u a t e .  P a r r  ( l9 5 7 )  e s t i m a t e d  t h a t  i n  a n  a v e ra g e  
g e n e r a l  p r a c t i c e ,  n in e  o u t  o f  t e n  p a t i e n t s  w i th  a  d r i n k i n g  p ro b le m  
r e m a in  u n d ia g n o s e d .  E d w ard s  ( 1968) c o n s i d e r  t h a t  i f  a l l  c o u ld  b e  
i d e n t i f i e d ,  a b o u t  20^  w ou ld  a c c e p t  m e d ic a l  h e l p  a n d  becom e im m e d ia te ly  
an d  p e rm a n e n tly  s o b e r ,  t h a t  a  f u r t h e r  20^  w ould  c o n t in u e  t o  d r i n k  
d e s p i t e  e v e r y  e f f o r t  t o  h e l p  th e m , a n d  t h a t  w i th  th e  r e m a in in g  6O/& 
t r e a tm e n t  s u c c e s s  w o u ld  b e  p o s s i b l e  t h o u ^  n o t  im m e d ia te .  I f  t h i s  i s  
t h e  c a s e  th e n  a r e l i a b l e  m eans o f  i d e n t i f i c a t i o n  i s  e s s e n t i a l  i n  c l i n i c a l  
p r a c t i c e  i f  we a r e  t c  e f f e c t i v e l y  c o p e  w i th  th e  l a r g e  num ber o f  p a t i e n t s  
w i th  d r i n k i n g  p r o b le m s .
B e fo r e  c o n s t r u c t i n g  a  u s e f u l  m eans o f  i d e n t i f i c a t i o n  some u n d e r ­
s t a n d in g  o f  th e  V a r i e t y  o f  d e f i n i t i o n s  o f  a l c o h o l i s m  p ro p o s e d  i s  
n e c e s s a r y .
The D e f i n i t i o n  o f  A lc o h o l is m
J e l l i n e k  ( 196O) The m o s t c o m p re h e n s iv e  s tu d y  a v a i l a b l e  on a l c o h o l i s m  
i s  t h a t  b y  J e l l i n e k .  H is  i d e a s  w e re  b a s e d  on a n  a w a re n e s s  o f  c u l t u r a l  
d i f f e r e n c e s  i n  u s a g e  o f  t h e  te rm  " a l c o h o l i s m " ,  an d  a  n e e d  t o  i n c o r p o r a t e  
d i f f e r e n t  d r i n k i n g  p a t t e r n s  i n  a  d e f i n i t i o n .  I n  F i n l a n d ,  f o r  e x a m p le , 
a  p ro b lem  o f  g r e a t  c o n c e rn  i s  th e  d r i n k i n g  b e h a v io u r  o f  men w o rk in g  i n  
i s o l a t e d  r u r a l  a r e a s  who a r e  o n ly  a b l e  t o  o b t a in  a l c o h o l  w hen th e y  
t r a v e l  i n t o  tow n e v e r y  few  w e e k s . On t h e s e  o c c a s i o n s ,  a f t e r  o n ly  a  
few  d r i n k s  and  w i th o u t  th e  u s u a l  s i g n s  o f  i n t o x i c a t i o n ,  t h e y  may becom e 
v i o l e n t  c a u s in g  s e r i o u s  b o d i l y  harm  and  e v e n  f a t a l i t i e s .  I n  E n g la n d  
su c h  a  d r i n k i n g  p ro b le m  w ould  n o t  b e  te rm e d  " a lc o h o l i s m "  b u t  b e c a u s e  
o f  th e  s e r i o u s n e s s  o f  th e  p ro b le m  i n  F in la n d  i t  i s .  I n  F r a n c e  th e  
p re d o m in a n t ty p e  o f  " a lc o h o l i s m "  i s  m a n i f e s te d  by  a  d r i n k i n g  p a t t e r n
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w h ic h  i n  th e  a b s e n c e  o f  o v e r t  i n t o x i c a t i o n  l e a d s  t o  p h y s i c a l  d e p e n d e n c e  
w i th o u t  " l o s s  o f  c o n t r o l " .  T h a t  i s ,  th e  i n d i v i d u a l  i s  u n a b le  t o  
a b s t a i n  fro m  d r i n k i n g  f o r  e v e n  a  d a y ,  b u t  d o e s  n o t  d r i n k  t o . a  s t a t e  o f  
o b l i v i o n .  I n  a d d i t i o n ,  F r e n c h  a l c o h o l i c s  do  n o t  on t h e  w h o le  d i s p l a y  
n e u r o t i c  o r  o t h e r  g r o s s  p s y c h o lo g i c a l  v u l n e r a b i l i t i e s ,  w h e re a s  i n  
E n g la n d  an d  A m erica  t h e r e  i s  much m ore e v id e n c e  o f  a  n e u r o t i c  
p r e d i s p o s i t i o n .
As a  r e s u l t  o f  stu(% ing s u c h  d i f f e r e n c e s  J e l l i n e k  c o n c lu d e d  t h a t  i n  
c e r t a i n  c u l t u r e s  p ro b le m s  a r i s i n g  from  t h e  u s e  o f  a l c o h o l  may oversh ad o w  
p ro b le m s  r e s u l t i n g  from  a l c o h o l  d e p e n d e n c e . He d e f i n e d  a lc o h o l i s m  a s  
" a n y  u s e  o f  a l c o h o l i c  b e v e r a g e s  t h a t  c a u s e s  dam age t o  th e  i n d i v i d u a l ,  
o r  s o c i e t y ,  o r  b o t h " .  W h ile  r e c o g n i s i n g  t h e  v a g u e n e s s  o f  t h i s  
d e f i n i t i o n ,  J e l l i n e k  c o n s id e r e d  t h a t  i t  w as im p o r ta n t  to  r e c o g n i s e  t h e  
v a r i e t y  o f  d r i n k i n g  p a t t e r n s  t h a t  c o u ld  r e a s o n a b l y  b e  te rm e d  " a lc o h o l i s m " .
J e l l i n e k  d i s t i n g u i s h e d  b e tw e e n  th e  f o l l o w i n g  f i v e  t y p e s  o f  
" a l c o h o l i s m " .
"A lp h a  A lc o h o l is m " : A p u r e l y  p s y c h o lo g i c a l  d e p e n d e n c e  i n  w h ich
a l c o h o l  i s  u s e d  t o  r e l i e v e  b o d i l y  o r  e m o t io n a l  p a i n .  I n t e r p e r s o n a l  
w ork  an d  f i n a n c i a l  d i f f i c u l t i e s  a r e  f e a t u r e s .
"B e ta  A lc o h o l is m V: P h y s i c a l  c o n s e q u e n c e s  o f  d r i n k i n g  a r e  
e x p e r i e n c e d ,  su c h  a s  p o ly n e u r o p a th y ,  g a s t r i t i s ,  a n d  c i r r h o s i s ,  
r a t h e r  th a n  d e p e n d e n c e . The r e s u l t s  o f  t h i s  ty p e  o f  a l c o h o l i s m  
a r e  m ost o f t e n  s e e n  i n  a  g e n e r a l  h o s p i t a l  s e t t i n g  o r  i n  g e n e r a l  
p r a c t i c e .
" Gamma A lc o h o l is m " :  A d i s e a s e  p r o c e s s  r e s u l t i n g  i n  t i s s u e  t o l e r a n c e  
an d  a d a p t iv e  c e l l  m e ta b o l i s m . P h y s i c a l  d e p e n d e n c e , m a n i f e s t e d  b y  
w ith d ra w a l  sym p tom s, c r a v i n g  and  " l o s s  o f  c o n t r o l "  ( i . e .  t h e  
i n a b i l i t y  to  s t o p  d r i n k i n g  o n ce  a d r i n k  h a s  b e e n  ta k e n )  i s  
a p p a r e n t .  J e l l i n e k  p ro p o s e d  t h a t  t h e r e  w as a  p r o g r e s s i o n  from
- 5 -
p s y c h o lo g i c a l  t o  p h y s i c a l  d e p e n d e n c e  a c c o m p a n ie d  b y  m arked  
c h a n g e s  i n  b e h a v io u r .  Gamma a l c o h o l i s m  w as s a i d  t o  b e  t h e  ty p e  
p r e d o m in a t in g  i n  E n g la n d  an d  t h e  U .S .A . a n d  w i th  w h ic h  A l c o h o l i c s  
Anonym ous m o s t c l o s e l y  i d e n t i f i e s .  S e r io u s  s o c i a l ,  p s y c h o lo g i c a l  
an d  p h y s i o l o g i c a l  dam age r e s u l t s  fro m  t h i s  ty p e  o f  d e p e n d e n c e . 
"D e l t a  A lc o h o l is m " : A s i m i l a r  p a t t e r n  t o  t h e  a b o v e , b u t  " i n a b i l i t y  
t o  a b s t a i n "  r a t h e r  th a n  " l o s s  o f  c o n t r o l "  i s  c h a r a c t e r i s t i c .  Un­
l i k e  t h e  "gamma a l c o h o l i c " ,  a n  i n d i v i d u a l  show ing  t h e  " d e l t a "  
p a t t e r n  c a n n o t  go w i th o u t  a l c o h o l  f o r  e v e n  a  d a y  w i th o u t  
e x p e r i e n c i n g  w i th d r a w a l  sym p tom s. H ow ever th e  a b i l i t y  t o  c o n t r o l  
t h e  am ount o f  a l c o h o l  t a k e n  i s  r e t a i n e d .  T h is  ty p e  i s  commonly 
s e e n  i n  P r a n c e ,  an d  d o e s  n o t  l e a d  t o  th e  d i s t r e s s i n g  s o c i a l  an d  
p s y c h o lo g i c a l  c o n s e q u e n c e s  c h a r a c t e r i s t i c  o f  th e  "gamma" p a t t e r n .  
H E p s ilo n  A lc o h o l is m " t  B o u t d r i n k i n g ,  w h ich  a s  m e n tio n e d  ab o v e  w i th  
r e g a r d  t o  F i n l a n d ,  c a n  l e a d  t o  s e r i o u s  a n t i / a s o c i a l  p r o b le m s .  
J e l l i n e k  c o n s id e r e d  t h a t  e v e n  t h e s e  f i v e  ty p e s  do n o t  a d e q u a te ly  
encom pass a l l  t y p e s  o f  d r i n k i n g  t h a t  c a u s e  d am ag e , b u t  m e r e ly  p r o v id e  
a  b a s i s  f o r  c l a s s i f i c a t i o n .  A lth o u g h  many o f  h i s  i d e a s  a r e  now 
q u e s t i o n e d ,  by  K e l l e r  (1 9 7 2 )  f o r  e x a m p le , J e l l i n e k ’ s  w o rk  d o e s  
i l l u s t r a t e  t h e  v a r i e t y  o f  d r i n k i n g  p a t t e r n s  t h a t  c o u ld  b e  te rm e d  
" a lc o h o l i s m " .  To u s e  t h i s  s y s te m  a s  th e  b a s i s  o f  a n  i d e n t i f i c a t i o n  
p ro c e d u re  w o u ld  a p p e a r  t o  b e  u n s a t i s f a c t o r y .  A lp h a , b e t a  and  e p s i l o n  
a l c o h o l i s m  a l l  d e s c r i b e  sym ptom s w h ich  c o u ld  r e s u l t  fro m  a  v a r i e t y  o f  
f a c t o r s ,  d r i n k i n g  p ro b le m s  p e rh a p s  b e in g  s e c o n d a ry  t o  t h e s e .  A ls o  
gam nnand d e l t a  a l c o h o l i s m  a r e  n o t  a lw a y s  s e e n  in d e p e n d e n t l y ,  b o th  
" l o s s  o f  c o n t r o l "  an d  " i n a b i l i t y  t o  a b s t a i n "  so m e tim e s  b e i n g  s e e n  i n  
t h e  same i n d i v i d u a l  ( K e l l e r ,  1 9 7 2 ) .  J e l l i n e k ' s  w ork  on " p h a s e s  o f  
a l c o h o l i s m "  a p p e a r s  t o  b e  a  m ore  u s e f u l  b a s i s  f o r  a t t e m p t s  t o  q u a n t i f y  
a l c o h o l i s m ,  and  t h i s  w i l l  b e  d i s c u s s e d  i n  d e t a i l  l a t e r .
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M ost o f  t h e  d e f i n i t o n s  now' p r o p o s e d ,  su c h  a s  th e  f o l l o w i n g ,  a l lo w  
f o r  a  v a r i e t y  o f  d r i n k i n g  p a t t e r n s  to  h e  i n c o r p o r a t e d .
W orld  H e a l t h  O r g a n i s a t i o n . The W .H.O. d e f i n i t i o n  ( 1 9 7 2 ) ,  s t a t e s :  
" A lc o h o l i c s  a r e  t h o s e  e x c e s s iv e  d r i n k e r s  w hose d e p e n d e n c e  on 
a l c o h o l  h a s  a t t a i n e d  s u c h  a  d e g r e e  t h a t  th e y  show a  n o t i c e a b l e  
m e n ta l  d i s t u r b a n c e  o r  a n  i n t e r f e r e n c e  w i th  t h e i r  m e n ta l  a n d  b o d i l y  
h e a l t h ,  t h e i r  i n t e r p e r s o n a l  r e l a t i o n s  an d  t h e i r  sm oo th  s o c i a l  
f u n c t i o n i n g ;  o r  who show  th e  p ro d ro m a l s i g n s  o f  su c h  d e v e lo p m e n ts .  
T hey  t h e r e f o r e  r e q u i r e  t r e a t m e n t . "
"D ep en d en ce  a s  u s e d  h e r e  r e f e r s  b o th  t o  p h y s i c a l  a n d  p s y c h o lo g i c a l  
n e e d s .  B e c a u se  o f  th e  p u rp o s e  f o r  w h ich  i t  w as c o n s t r u c t e d ,  th e  s c o p e  
o f  t h i s  d e f i n i t i o n  i s  u n d e r s t a n d a b ly  w id e . I t s  d e p e n d e n c y  on 
s u b j e c t i v e  ju d g e m e n t, h o w e v e r , r e n d e r s  i t  u n s u i t a b l e  a s  a  r e s e a r c h  
c r i t e r i o n .
The N a t i o n a l  C o u n c i l  on A lc o h o l is m . The N a t i o n a l  C o u n c i l  (1 9 7 2 )  h a s  
i n c o r p o r a t e d  d i f f e r e n t  p a t t e r n s  i n t o  a  d e f i n i t i o n  by  s u g g e s t i n g  t h r e e  
d i a g n o s t i c  l e v e l s  on w h ic h  ju d g e m e n t c an  b e  m ade.
L e v e l  I t When a l c o h o l i s m  i s  so  w e l l  e s t a b l i s h e d  t h a t  t h e r e  c a n  
b e  n o  d i s p u t e  a s  t o  i t s  d i a g n o s i s .  W ith d ra w a l sym ptom s a r e  
p r e v a l e n t ,  t h e r e  i s  e v id e n c e  o f  t o l e r a n c e  t o  a l c o h o l ,  an d  d r i n k i n g  
c o n t in u e s  d e s p i t e  s t r o n g  m e d ic a l  o r  s o c i a l  c o n t r a - i n d i c a t i o n s .
L e v e l  2 : I n c l u d e s  s u c h  sym ptom s a s  b l a c k o u t s ,  s u b j e c t i v e  c o m p la in t
o f  l o s s  o f  c o n t r o l ,  an d  v a r i o u s  p h y s i c a l  c o m p l i c a t i o n s .
L e v e l  3 * I n c l u d e s  s i g n s  th o u g h t  t o  i n d i c a t e  p o t e n t i a l  a l c o h o l i s m .  
T h e se  a r e  m a in ly  p h y s i c a l  sym ptom s w h ich  o f t e n  r e s u l t  f ro m  h e a v y  
d r i n k i n g  b u t  w h ic h  do  n o t  i n  th e m s e lv e s  g iv e  a  s t r o n g  i n d i c a t i o n  
o f  a l c o h o l i s m  f o r  i n s t a n c e  p e l l a g r a ,  g a s t r i t i s  an d  a n a e m ia .
The N a t i o n a l  C o u n c i l  l i s t s  a  w id e  v a r i e t y  o f  sym ptom s w h ic h  
i n d i c a t e  t h e  " l e v e l "  t o  d i a g n o s e .  T h is  c o u ld  b e  u s e f u l  b e c a u s e  i t  
p o s s e s s e s  b o th  p r e c i s i o n  and  f l e x i b i l i t y .  C e r t a in  b e h a v i o u r a l  c r i t e r i a
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a r e  i n c l u d e d ,  b u t  p h y s i c a l  r a t h e r  th a n  s o c i a l  c o m p l ic a t io n s  a r e  e m p h a s is e d , 
I t  may b e  c o n s id e r e d  b y  some t h a t  t h i s  i s  a  m is lead in g  b i a s .  H ow ever, 
s o c i a l  p ro b le m s  a r e  a f f e c t e d  b y  a  w id e r  r a n g e  o f  v a r i a b l e s  ^nd  c a n  m ore 
e a s i l y  b e  b lam ed  on t h i n g s  o t h e r  t h a n  d r i n k ,  w h e re a s  th e  e x i s t e n c e  o f  
p h y s i c a l  s i g n s  i s  l e s s  e a s y  t o  d e n y  a n d  m ore  e a s i l y  d e t e c t a b l e .
T h e r e f o r e  t h i s  a p p ro a c h  w o u ld  seem  t o  h a v e  p o s s i b i l i t i e s  b o th  i n  
p r o v id in g  G . P . ' s  w i th  a  c h e c k  l i s t  t o  u s e  w hen d r in k i n g  p ro b le m s  a r e  
s u s p e c t e d ,  a s  w e l l  a s  p r o v id i n g  a  w o rk a b le  d e f i n i t i o n  f o r  r e s e a r c h .
The l e n g t h  o f  t h e  c h e c k l i s t s  i s  th e  m a jo r  d raw b ack  t o  i t s  u s e .
L o ss  o f  C o n tr o l  Of th o s e  d e f i n i t i o n s  a t t e m p t i n g  t o  i s o l a t e  a  s i n g l e  
c r i t e r i o n  o f  a l c o h o l i s m ,  t h e  l o s s  o f  c o n t r o l  phenom enon h a s  b e e n  
a c c e p te d  b y  many a s  t h e  c r u c i a l  s i g n .  J e l l i n e k  i n t e r p r e t e d  t h i s  a s  
b e in g  u n a b le  t o  s t o p  d r i n k i n g  o n ce  a  d r i n k  h a s  b e e n  t a k e n ,  t h o u ^  s t i l l  
b e in g  a b l e  t o  c o n t r o l  w hen t o  d r i n k .  K e l l e r  ( l9 7 2 )  g u e s t io n n e d  t h e  
p r e c i p i t a t i v e  e f f e c t  o f  one d r i n k  c i t i n g  e v id e n c e  t h a t  e v e n  d u r in g  t h e  
s e v e r e s t  s t a g e s  o f  a l c o h o l i s m ,  m o s t a l c o h o l i c s  w i l l  s a y  t h a t  th e y  h a v e  
h a d  a  d r i n k ,  o r  a  few  d r i n k s ,  on many o c c a s io n s  w i th o u t  g e t t i n g  d ru n k .  
Sonsbimes c o n t r o l l e d  d r i n k i n g  i s  p o s s i b l e  f o r  s e v e r a l  w eek s  b e f o r e  a 
b o u t  o f  u n c o n t r o l l e d  d r i n k i n g  o c c u r s .  I t  i s  i n  f a c t  r a r e  t o  f i n d  
a l c o h o l i c s  who c a n  n e v e r  t a k e  a  d r i n k  w i th o u t  l o s i n g  c o n t r o l .
E x p e r im e n ta l  s t u d i e s  h a v e  s u p p o r te d  t h i s :  M e n d e ls s o n  e t .  a l .  ( 1968)
p e r m i t t e d  f r e e  a c c e s s t o  a l c o h o l  t o  c o n f i rm e d  a l c o h o l i c s .  None o f  h i s  
s u b j e c t s  w as p r e c i p i t a t e d  i n t o  a  b o u t  b y  t h e  f i r s t  d r i n k ,  o r  e v en  by  
a  c o n s id e r a b l e  am ount o f  d r i n k .
K e l l e r  f e l t  t h a t  a  m ore a c c u r a t e  d e s c r i p t i o n  o f  l o s s  o f  c o n t r o l  
th a n  J e l l i n e k ' s  w as t h a t  w hen a n  a l c o h o l i c  t a k e s  a  d r i n k  h e  c a n  n e v e r  
b e  s u r e  h e  w i l l  b e  a b l e  to  s t o p  b e f o r e  l o s i n g  c o n t r o l .  A lc o h o l is m , 
t h e n ,  i s  s e e n  by  K e l l e r  a s  th e  i n a b i l i t y  t o  c o n s i s t e n t l y  c h o o s e  w h e th e r  
t o  d r i n k ,  and  w hen t o  s to p  i f  d r i n k i n g  o c c u r s .  P e o p le  who
r e p e t i t i v e l y  d r i n k  t o o  much f o r  t h e i r  own o r  o t h e r  p e o p l e 's  good h e  
l a b e l s  p ro b le m  d r i n k e r s .  A l t h o u ^  a  u s e f u l  d e s c r i p t i o n  o f  w hat 
a ld h o l i s m  a p p e a r s  t o  b e ,  l o s s  o f  c o n t r o l  a s  d e f i n e d  h e r e  i s  n o t  am en ab leI
t o  o b j e c t i v e  m e a su re m e n t. ' ’
L udw ig  an d  W ik le r  (1 9 7 4 )>  h o w e v e r , h a v e  d e v e lo p e d  t h i s  i d e a ,  
c o n s t r u c t i n g  a  h y p o t h e t i c a l  m ode l o f  l o s s  o f  c o n t r o l  a s  a  m eans o f  
c l a s s i f y i n g  a l c o h o l i c s  an d  p ro b le m  d r i n k e r s ,  a c c o r d in g  t o  t h e i r  a b i l i t y  
t o  u t i l i z e  e x t e r o c e p t i v e  o r  i n t e r o c e p t i v e  c u e s  t o  r e g u l a t e  a l c o h o l  
i n t a k e .  T h is  a p p ro a c h  i s  m ore  am e n a b le  t o  q u a n t i f i c a t i o n  an d  may w e l l  
l e a d  t o  u s e f u l  a d v a n c e s  i n  t h e  u n d e r s t a n d i n g  o f  a l c o h o l i s m .
E dw ards ( 1968) One o f  th e  r e a s o n  why a n  a c c e p t a b l e  d e f i n i t i o n  o f  
a l c o h o l i s m  h a s  p ro v e d  so  e l u s i v e  i s  t h a t  th e  d i s t i n c t i o n  b e tw e e n  
d r i n k i n g  w h ich  c a u s e s  p ro b le m s  an d  a l c o h o l  a d d i c t i o n  h a s  n o t  b e e n  
s u f f i c i e n t l y  r e c o g n i s e d .  E dw ards i s  one o f  th e  few  w r i t e r s  t o  h a v e  
made t h i s  d i s t i n c t i o n  c l e a r l y .  He s a i d  " D r in k in g  i s  a  m a t t e r  f o r  
m e d ic a l  c o n c e rn  w hen , w h a te v e r  i t s  q u a n t i t y ,  i t  i s  c a u s in g  d am a g e ."
A ls o  t h a t  "W h a tev e r th e  v a r i a t i o n s  on t h e  them e w h ic h  th e  i n d i v i d u a l  
s t o r y  may p r e s e n t ,  t h e  e s s e n t i a l  f e a t u r e s  o f  th e  a l c o h o l  d e p e n d e n t 
s t a t e  a r e  few  and  s im p l e ."  T h e se  h e  f e l t  w e re  th e  f o l l o w i n g :
"1 . A s u b j e c t i v e  a w a re n e s s  t h a t  d r i n k  h a s  becom e a  d r u g ,  t h a t  a  few  
d r i n k s  a r e n ' t  en o u g h , t h a t  one d r i n k  l e a d s  t o  a n o t h e r ,  t h a t  an y  
p ro m ise d  u p p e r  l i m i t  i s  e x c e e d e d .
2 .  W ith d ra w a l P henom enon ..................................Such  a s  s h a k e s ,  s w e a t in g  an d
b u t t e r f l i e s  i n  th e  s to m a c h ..................... t h e  m o rn in g  d r i n k .  W ith d ra w a l
f i t s  c a n  o c c u r  and  d e le r iu m  tre m e n s  i s  l a r g e l y  a  w i th d r a w a l  
sy n d ro m e .
3 . T o le r a n c e  P henom ena. T h e re  i s  a t  f i r s t  a  r a i s e d  t o l e r a n c e ,  and
th e n  i n  th e  l a t e r  s t a g e s  o f  h i s  i l l n e s s  t o l e r a n c e  d e c l i n e s  and
th e  a l c o h o l i c  b e g in s  t o  g e t  d ru n k  on l e s s .
4 . A m n e s ia s . . . . . . . .  T h e re  i s  n o  a c t u a l  l o s s  o f  c o n s c i o u s n e s s ,  t h e
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p a t i e n t  p e r fo rm s  c o m p l ic a te d  t a s k s  a n d  d r i v e s  h i s  c a r  hom e, b u t  
i n  t h e  m o rn in g  h e  c a n ' t  rem em ber t h e  n i g h t  b e f o r e .  "
E d w ard s t h e r e f o r e ,  d i f f e r e n t i a t e s  b e tw e e n  tw o c o n s e q u e n b e s  o f  
d r i n k i n g :  f i r s t l y ,  d r i n k  may p r e c i p i t a t e  p ro b le m s  i n  a  w id é  a r e a  o f  
f u n c t i o n i n g ,  an d  s e c o n d ly ,  one  may becom e p h a r m a c o lo g i c a l l y  a d d i c t e d .  
T h e se  tw o c o n s e q u e n c e s  may b e  p r e s e n t  i n  t h e  same p e r s o n ,  b u t  th e  
f i r s t  may b e  p r e s e n t  i n  th e  a b s e n c e  o f  t h e  s e c o n d .  T h is  d i s t i n c t i o n  
i s  im p o r ta n t  i n  t h a t  d i f f e r e n t  fo rm s  o f  a c t i o n  a r e  l i k e l y  t o  b e  
a p p r o p r i a t e  i n  e a c h  c a s e .
I t  i s  c l e a r  from  th e  e x a m p le s  ab o v e  t h a t  o n ly  v e r y  v a g u e  
d e f i n i t i o n s  w i l l  c o v e r  a l l  u s e s  o f  th e  te rm  " a l c o h o l i s m " ,  b u t  t h a t  
t h e r e  a r e  some g e n e r a l l y  a c c e p te d  s ig n s  an d  sym ptom s o f  a l c o h o l  
d e p e n d e n c e . T h e se  a r e  m a in ly  c o n c e rn e d  w i th  th e  e f f e c t s  o f  a l c o h o l  
i t s e l f .  T h e r e f o r e  th e  m e a s u re  c o n s t r u c t e d  i n  t h i s  s tu d y  w i l l  a im  
p r i m a r i l y  to  i d e n t i f y  t h o s e  d r i n k e r s  who a r e  p h y s i c a l l y  d e p e n d e n t  on 
a l c o h o l ,  o r  i n  d a n g e r  o f  b e c o m in g  s o .  By n a r r o w in g  th e  s c o p e  o f  t h e  
q u e s t i o n n a i r e  i n  t h i s  w ay i t  i s  h o p ed  t o  p r o v id e  a  s t a n d a r d  m e a su re  
w h ich  w i l l  i d e n t i f y  t h o s e  who w ould b e  d ia g n o s e d  a s  a l c o h o l i c  
r e g a r d l e s s  o f  th e  t h e o r e t i c a l  o r i e n t a t i o n  t a k e n .
The M easu rem e n t o f  D r in k in g  P ro b le m s .
S e v e r a l  a t t e m p t s  h a v e  b e e n  made to  d e v e lo p  a  q u e s t i o n n a i r e  t o  
i d e n t i f y  p ro b le m  d r i n k e r s  and  p r o v id e  q u a n t i t a t i v e  s t a n d a r d i z e d  d a t a  
f o r  r e s e a r c h .  A s e l e c t i o n  o f  t h e s e  a r e  d i s c u s s e d  b e lo w , t o  i l l u s t r a t e  
t h e  v a r i o u s  a p p ro a c h e s  u s e d ,
The Jo h n  H o p k in s  Q u e s t i o n n a i r e . P e rh a p s  th e  b e s t  knovm m e a s u re  
d e v e lo p e d  to  i d e n t i f y  a l c o h o l i c s  i s  th e  Jo h n  H o p k in s  Q u e s t i o n n a i r e  
u s e d  by  A lc o h o l i c s  Anonymous (A .A .)  i n  t h e i r  l i t e r a t u r e  ( A lc o h o l i c s  
Anonym ous, 1 9 7 0 ) . I t s  tw e n ty  i t e m s  c o v e r  a  r a n g e  o f  p h y s i c a l ,  s o c i a l  
and  econom ic d i f f i c u l t i e s ,  an d  th e  e x p e r i e n c e  o f  a s  few  a s  t h r e e  o f
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t h e s e  i s  s a i d  t o  i n d i c a t e  t h a t  a l c o h o l  h a s  becom e o r  i s  b eco m in g  a  
p ro b le m . I t ' s  m a in  u s e  h a s  b e e n  i n  i n d u s t r i a l  a l c o h o l i s m  p rog ram m es. 
A lth o u g h  a  u s e f u l  l i s t  o f  th e  ty p e s  o f  p ro b le m s  l i k e l y  t o  b e  e x p e r ie n c e d  
b y  an  a l c o h o l i c ,  i t  a p p e a r s  t o  l a c k  a d e q u a te  s t a n d a r d i z a t i o n  d a t a  f o r  
r e s e a r c h  u s e .
The M anson Q u e s t io n n a i r e s  ( 1 9 4 8 ,1 9 4 9 ) •  M anson p ro d u c e d  tw o
q u e s t i o n n a i r e s  f o r  u s e  i n  t h i s  f i e l d .  The f i r s t ,  t h e  M anson E v a lu a t i o n  
( 1948) i s  b a s i c a l l y  a  p e r s o n a l i t y  t e s t ,  an d  a l th o u g h  i t  c la im s  t o  
d i f f e r e n t i a t e  b e tw e e n  a l c o h o l i c s  an d  n o n - a l c o h o l i c s  i n  th e  n o rm a l 
p o p u l a t i o n .  M anson c a u t io n s  a g a i n s t  i t s  u s e  to  d i s t i n g u i s h  b e tw e e n  
a l c o h o l i c s  and  o t h e r  p s y c h i a t r i c  g r o u p s .  F u r th e r m o r e ,  M urphy ( l9 5 ^ )  
fo u n d  t h a t  i t  d id  n o t  e f f e c t i v e l y  i d e n t i f y  a l c o h o l i c s  who w e re  A .A . 
m em bers, an d  s u g g e s te d  t h a t  t h e  M anson E v a lu a t i o n  may s im p ly  b e
m e a s u r in g  c l i n i c a l  s t a t e .  The t e s t  a l s o  h a s  s e r i o u s  l i m i t a t i o n s  w i th
r e s p e c t  t o  th e  s e l e c t i o n  o f  i t e m s ,  t h e  g ro u p s  s t u d i e d ,  a n d  th e  
d e r i v a t i o n  o f  t h e  c r i t i c a l  s c o r e  t o  d i f f e r e n t i a t e  a l c o h o l i c s  from  lo n -  
a l c o h o l i c s  (G ib b e n s  e t .  a l .  19 5 9 )*
The s e c o n d  o f  M a n s o n 's  s c a l e s  i s  th e  A lc a d d  t e s t  ( l 9 4 9 )  w h ich  
q u e s t i o n s  a r e  o p e n ly  d i r e c t e d  to w a rd s  d r i n k i n g  h a b i t s  an d  e x p e r i e n c e s .
By s u b j e c t i v e  a n a l y s i s  o f  t h e  s i x t y  i t e m s ,  M anson g ro u p e d  them  i n t o  
f i v e  c l u s t e r s  e ac h  p ro b in g  a  common c h a r a c t e r i s t i c .  The f i v e  c l u s t e r s  
w ere  a s  f o l l o w s :
A . R e g u l a r i t y  o f  d r i n k i n g .
B . P r e f e r e n c e  o f  d r i n k i n g  o v e r  o t h e r  a c t i v i t i e s .
C . L ack  o f  c o n t r o l l e d  d r i n k i n g .
D. R a t i o n a l i z a t i o n  f o r  d r i n k i n g .
E . E x c e s s iv e  e m o t i o n a l i t y .
The A lcad d  i s  s a i d  to  c o r r e c t l y  i d e n t i f y  9 7 ^  o f  a l c o h o l i c s ,  w h i l e  
i n c o r r e c t l y  c l a s s i f y i n g  6^ o f  s o c i a l  d r i n k e r s  a s  a l c o h o l i c s .  A l t h o u ^
-1 1 -
h ig b . v a l i d i t y ,  r e l i a b i l i t y  and  p r e d i c t i v e  pow er h a v e  b e e n  c la im e d  f o r  
t h i s  t e s t ,  i t  c a n  b e  c r i t i c i z e d  on s e v e r a l  g ro u n d s . F i r s t l y ,  th e  
b reak d o w n  o f  i te m s  i n t o  f i v e  c l u s t e r s  w as done on th e  b a s i s , o f  
s u b j e c t i v e  a n a l y s i s  an d  h a s  n e v e r  b e e n  d e m o n s t r a te d  s t a t i s t i c a l l y .
S n a r t  ( 196I ) ,  t h e r e f o r e ,  c o n s id e r e d  t h a t  t h e s e  s c o r e s  s h o u ld  n o t  b e  
u s e d  t o  p r o v id e  p r o f i l e s  o f  i n d i v i d u a l  d r i n k e r s .  Some q u e s t i o n s  
c o n t a i n  m ore th a n  one s t a t e m e n t  w h ic h , a s  S ta n l e y  and H o p k in s  ( l9 7 2 )  
p o in t  o u t ,  m akes t h e  i n t e r p r e t a t i o n  o f  r e s p o n s e s  t o  su c h  i t e m s  
u n c e r t a i n .  E xam ples  from  th e  A lc a d d  t e s t  a r e  " I  w ould  r a t h e r  a t t e n d  
a  l e c t u r e  o r  c o n c e r t  th a n  d r i n k "  an d  " I  d r i n k  b e c a u s e  I  l i k e  to  d r in k  
an d  w an t t o  d r  i n i : " . I n  a d d i t i o n  t h e  c r i t i c a l  s c o r e s  g iv e n  i n  th e  
m an u a l a r e  i n n a p i l i c a b l e  u n l e s s  w o rk in g  w ith  a  p o p u la t i o n  b e l i e v e d  t o  
c o n t a i n  4 3 ^  a l c o h o l i c s  ( S m a r t ,  I 961) . S m a r t 's  e v a l u a t i o n  o f  t h e  t e s t  
l e d  him  t o  th e  c o n c lu s io n  t h a t  th e  " c o n d i t i o n s  upon  w h ich  v a l i d i t y  h a s  
b e e n  e s t a b l i s h e d  a p p e a r  t o  b e  s o  ra i?  a s  to  e l i m i n a t e  th e  A lc a d d  from  
an y  l e g i t i m a t e  w id e s p re a d  u s e . "
J a c k s o n  (1 9 5 7 ) J a c k s o n 's  q u e s t i o n n a i r e  to o k  a s  a  s t a r t i n g  p o in t  
J e l l i n e k ' 8 D r in k in g  H i s t o r y  ( I 948 ) ,  and c o m p r is e d  o f  e i g h t y  i t e m s  
d e a l i n g  w i th  o b j e c t i v e  an d  s u b j e c t i v e  e x p e r i e n c e s  com m only a s s o c i a t e d  
w i th  a l c o h o l i s m .  Q u e s t io n s  a s k e d  a b o u t b l a c k o u t s ,  m o rn in g  d r in k i n g  
e t c . ,  a s  w e l l  a s  a b o u t i n t e r p e r s o n a l  r e l a t i o n s h i p s ,  w ork  d i f f i c u l t i e s  
an d  m o t iv a t io n  f o r  d r i n k i n g .  The i te m s  w ere  d iv i d e d  i n t o  t h r e e  g ro u p s  
m e a s u r in g  a t t i t u d e s  and  b e h a v io u r s  i n d i c a t i n g  p r e o c c u p a t io n  w i th  a l c o h o l ,  
p s y c h o lo g i c a l  d i s t u r b a n c e s ,  and  c o n s e q u e n c e s  o f  d r i n k i n g .  T he f i r s t  
tv/o g ro u p s  o f  i te m s  p ro v e d  to  b e  s c a l a b l e  so  t h a t  a l c o h o l i c s  c o u ld  b e  
r a n k e d  on a f i v e  p o in t  s c a l e  t o  i n d i c a t e  how f a r  d e v e lo p e d  t h e i r  
sym ptom s w e re . H ow ever th e  u s e f u l n e s s  o f  t h e  q u e s t i o n n a i r e  i s  l i m i t e d  
a s  t h e r e  do n o t  a p p e a r  to  h a v e  b e e n  f u r t h e r  r e l i a b i l i t y  a n d  v a l i d i t y  
s t u d i e s .  A lso  i t  i s  p e rh a p s  r a t h e r  lo n g ,  b u t  i t  seem s l i k e l y  th a .t
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s t a t i s t i c a l  a n a l y s i s  w ould show t h a t  many i t e m s  c o u ld  h e  d i s c a r d e d  a s  
th e y  p r o v id e  l i t t l e  a d d i t i o n a l  i n f o r m a t i o n .
M u lfo rd  a n d  M i l l e r  (1 9 3 9 < 1 9 6 0 ,1 9 6 3 )  A n o th e r  g ro u p  o f  s c a l e s ^ a r e  t h o s e  
c o n s t r u c t e d  h y  M u lfo rd  an d  M i l l e r  f o r  u s e  i n  t h e i r  s u r v e y  o f ’ d r i n k i n g  
b e h a v io u r  i n  Io w a . One o f  t h e s e ,  t h e  " D e f i n i t i o n s  o f  A lc o h o l ' s c a l e ,  
lo o k s  a t  m o t iv a t i o n s  f o r  d r i n k i n g .  T hey fo u n d  t h a t  a l c o h o l i c s  
g e n e r a l l y  d r a n k  f o r  p e r s o n a l  e f f e c t s ,  w h e re a s  n o rm a l d r i n k e r s  consum ed 
a l c o h o l  f o r  i t s  s o c i a l  e f f e c t s .  A b s t a i n e r s  on th e  o t h e r  h a n d , d e f i n e d  
a l c o h o l  i n  te r m s  o f  i t s  n e g a t i v e  p e r s o n a l  an d  s o c i a l  c o n s e q u e n c e s .
The " P r e o c c u p a t io n  w i th  A lc o h o l"  S c a l e ,  a s k e d  a b o u t  t h e  e x p e r i e n c e  o f  
c e r t a i n  com monly a c c e p te d  sym ptom s o f  a l c o h o l i s m ,  t h e  tw e lv e  i t e m s  on 
t h i s  s c a l e  b e in g  g ro u p e d  i n t o  f i v e  c a t e g o r i e s  i n d i c a t i n g  s e v e r i t y .
T h is  s im p le  s c a l e  p ro v e d  c a p a b le  o f  d e t e c t i n g  o v e r  7 5 ^  o f  a l c o h o l i c s  
(B la n e y  an d  R a d fo rd ,  1973)>  b u t  t h e  e x t e n t  o f  m i s c l a s s i f i c a t i o n  p ro d u c e d  
w as n o t  d e t e r m in e d .  M u lfo rd  an d  M i l l e r  fo u n d  t h a t  50^’ o f  t h e i r  sam p le  
o f  d r i n k e r s  r e j e c t e d  a l l  i t e m s ,  and  i t  may b e  t h a t  by  i n c l u d i n g  f a i r l y  
d e f i n i t e  i n d i c a t o r s  o f  a l c o h o l i s m  on su c h  a  s h o r t  s c a l e ,  a  r e s p o n s e  
b i a s  w as c r e a t e d  w h e reb y  i t  w as f e l t  b y  s u b j e c t s  t h a t  e n d o rs e m e n t o f  
a n y  i te m  w ould  l a b e l  them  a s  p ro b le m  d r i n k e r s .  A l t h o u ^  t h e s e  s c a l e s  
p r e s e n t  i n t e r e s t i n g  w ays o f  m e a s u r in g  d r i n k i n g  b e h a v i o u r ,  t h e i r  r a n g e  
o f  c o n t e n t  i s  r a t h e r  n a r ro w  f o r  c l i n i c a l  u s e ,  an d  t h e r e  i s  i n s u f f i c i e n t  
s t a n d a r d i z a t i o n  d a t a  t o  make th a n  s u i t a b l e  f o r  r e s e a r c h .  A n o th e r  o f  
M u lfo rd  a n d  M i l l e r ' s  s c a l e s ,  t h e  " T r o u b le  I n d e x " ,  c o n s i s t e d  o f  q u e s t i o n s  
c o v e r in g  w o rk , i n t e r p e r s o n a l ,  m a r i t a l  an d  l e g a l  d i f f i c u l t i e s  d u e  t o  
d r i n k .  T h e re  a r e  many r e a s o n s  h o w ev er why i t  i s  u n s a t i s f a c t o r y  t o  u s e  
t h e  s o c i a l  e f f e c t s  o f  a l c o h o l i s m  t o  d e te r m in e  t h e  e x t e n t  o f  d e p e n d e n c y . 
F i r s t l y  t h e r e  i s  l i k e l y  t o  b e  a  tim e  l a g  b e tw e e n  b eco m in g  d e p e n d e n t 
and  s u f f e r i n g  t h e  s o c i a l  c o n s e q u e n c e s ,  so  t h a t  a t  a c e r t a i n  p o i n t ,  a 
p r o p o r t i o n  o f  a l c o h o l i c s  w ould  re m a in  u n i d e n t i f i e d  by  s u c h  c r i t e r i a .  
S e c o n d ly , t h e  s o c i a l  e f f e c t s  w i l l  i n e v i t a b l y  b e  r e l a t e d  t o  f a c t o r s
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o t h e r  th a n  th e  c^gree o f  a l c o h o l i s m .  F o r  i n s t a n c e ,  a n  i n d i v i d u a l  
on a  low incom e w i l l  s u f f e r  t h e  econom ic  e f f e c t s  o f  a l c o h o l i s m  much 
s o o n e r  th a n  som eone w i th  g r e a t e r  f i n a n c i a l  r e s o u r c e s .  S i m i l a r l y ,  
t h e  e x t e n t  o f  t r o u b l e s  may v a r y  w i th  t h e  s o c i a l  an d  c u l t u r a l  
a c c e p ta n c e  o f  a l c o h o l i s m ,  ty p e  o f  j o b ,  e x t e n t  o f  p o l i c e  a c t i v i t y ,  
an d  so  o n . F i n a l l y ,  t h o s e  s c o r i n g  p o s i t i v e l y  w i l l  n o t  n e c e s s a r i l y  
b e  d e p e n d e n t  on A lc o h o l ,  a s  t h e  same t r o u b l e s  c o u ld  r e s u l t  f o r  a  w id e  
v a r i e t y  o f  r e a s o n s .  T h e r e f o r e  i t  may b e  im p o s s ib l e  t o  d e te r m in e  
w h e th e r  a l c o h o l  i s  t h e  c a u s e  o r  th e  c o n s e q u e n c e  o f  p ro b le m s , m ak in g  
t r e a tm e n t  p r o p o s a l s  b a s e d  on s u c h  c r i t e r i a  d u b io u s .
MMPI S c a l e s . S e v e r a l  a t t e m p t s  h a v e  b e e n  made t o  i d e n t i f y  a l c o h o l i c  
p e r s o n a l i t y  ty p e s  i n  th e  h o p e  o f  p r o v id in g  a  m eans o f  d e t e r m in in g  
t h o s e  a t  r i s k  i n  th e  p o p u l a t i o n .  T h e re  h a s  i n  g e n e r a l  b e e n  l i t t l e  
r e p l i c a t i o n  o f  f i n d i n g s  e x c e p t  w hen u s i n g  th e  M ÎPI on w h ic h  a l c o h o l i c s  
c h a r a c t e r i s t i c a l l y  s c o r e  m ore h i g h l y  on th e  p s y c h o p a th ic  d e v i a t e  (P d )  
s c a l e  th a n  n o rm a ls  a n d  v a r i o u s  o t h e r  c l i n i c a l  g r o u p s .  M acAndrew an d  
G ee rtsm a  ( 1963) c o n d u c te d  a  f a c t o r  a n a l y t i c  s tu d y  o f  t h e  # 1 P I w i th  
s p e c i a l  r e l e v a n c e  t o  t h i s  s c a l e .  T hey  fo u n d  t h a t  a l l  s i g n i f i c a n t  
d i f f e r e n c e d  b e tw e e n  a l c o h o l i c s  a n d  n o n - a l c o h o l i c s  c o u ld  b e  a t t r i b u t e d  
t o  t h r e e  i t e m s :  a l c o h o l i c s  r e p o r t e d  t h a t  th e y  h a d  u s e d  a l c o h o l  
e x c e s s i v e l y ,  h a d  n o t  l i v e d  th e  r i g h t  k in d  o f  l i f e ,  an d  h a d  b e e n  i n  
t r o u b l e  w i th  t h e  la w . T h e r e f o r e  r e s u l t s  w i th  t h e  Pd s c a l e  c a n n o t  b e  
s a i d  to  th ro v / much l i g h t  on th e  " a l c o h o l i c  p e r s o n a l i t y " .
S e v e r a l  s u b s c a l e s  o f  t h e  ADviPI h a v e  b e e n  d e v iz e d  t o  i d e n t i f y  
a l c h o l i c s ,  i n c l u d i n g  t h o s e  b y  M acAndrew ( 1965) an d  R o s e n b e rg  ( 1 9 7 2 ) .  
H offh ian  e t  a l .  ( l9 7 4 )  fo u n d  t h a t  b o th  t n s e  s c a l e s  c o r r e c t l y  i d e n t i f i e d  
72a o f  p r e - a l c o h o l i c s ,  b u t  a l s o  m i s c l a s s i f i e d  28^  o f  c o n t r o l s .  M ost 
o f  t h e s e  s u b s c a l e s  h a v e  a im ed  o n ly  a t  d i s c r i m i n a t i n g  a l c o h o l i c s  from  
n o r m a ls ,  and  t h e r e  i s  e v id e n c e  t h a t  th e  d i f f e r e n c e s  fo u n d  a r e  p r i m a r i l y  
due  t o  g e n e r a l  m a la d ju s tm e n t  r a t h e r  th a n  t o  a l c o h o l i s m  (M acAndrew an d
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G e e r ts m a , I 964 ) •
Q u a n t i ty - F r e q u e n c y  S c a l e s . T h e re  h a v e  b e e n  many s c a l e s  a t t e m p t in g  t o  
e q u a te  t h e  q u a n t i t y  an d  f r e q u e n c y  o f  a l c o h o l  i n t a k e  w i th  d r in k i n g  
p ro b le m s . S t r a u s s  an d  B acon  ( 196I )  f i r s t  u s e d  t h i s  a p p r o a c h ,  an d  
s e v e r a l  m o d i f i c a t i o n s  o f  t h e i r  schem e h a v e  a p p e a re d  i n  t h e  l i t e r a t u r e  
s i n c e .  T h e re  h a v e ,  h o w e v e r , b e e n  no  e m p i r i c a l  s t u d i e s  t o  d e te r m in e  
t h e  r e l i a b i l i t y  an d  v a l i d i t y  o f  t h e  v a r i o u s  c u t  o f f  p o i n t s  p ro p o s e d  
b e tw e e n  n o rm a l s o c i a l  d r i n k i n g ,  h e a v y  d r i n k i n g  and  a l c o h o l i s m .
E dw ards ( l9 7 2 )  t r i e d  t o  d e f i n e  b o u n d a r i e s  b y  lo o k in g  a t  th e  d i s t r i b u t i o n  
o f  t r o u b l e s  d u e  t o  d r i n k i n g  w i th  d i f f e r e n t  q u a n t i t y - f r e q u e n c y  (Q^-F) 
p a t t e r n s ,  b u t  t h i s  w as u n s u c c e s s f u l .  Be L in t  an d  S ch m id t ( I 971 ) 
p u b l i s h e d  e p i d e m io l o g ic a l  d a t a  sh ow ing  t h a t  a l c o h o l  i n t a k e  i s  n o t  
n e c e s s a r i l y  r e l a t e d  t o  symptom s e v e r i t y ,  n o r  i s  t h e  ty p e  o f  b e v e r a g e  
consum ed n e c e s s a r i l y  r e l a t e d  t o  a l c o h o l i s m .  F u r t h e r  e v id e n c e  a g a i n s t  
t h e  u s e  o f  Q-F d a t a  to  i d e n t i f y  a l c o h o l i c s  i s  t h a t  a t  a  c e r t a i n  s t a g e  
o f  a lc o h o l i s m  t o l e r a n c e  d e c r e a s e s  s o  l e s s  a l c o h o l  i s  co n su m ed .
T h e r e f o r e  a l th o u g h  Q-F d a t a  may b e  u s e f u l  a s  a  m eans o f  r a n k i n g  o r  
r a t i n g  i n d i v i d u a l s  w hen t e s t i n g  h y p o th e s e s ,  a s  w e l l  a s  i n  i d e n t i f y i n g  
h e a v y  d r i n k e r s ,  i t  s h o u ld  n o t  b e  u s e d  a s  a  m eans o f  i d e n t i f y i n g  
a l c o h o l i c s .
E dw ards e t  a l .  (197Q ) E d w ard s e t  a l .  a p p ro a c h e d  th e  p ro b le m  o f  
m e a s u r in g  a l c o h o l  d e p e n d e n c e  i n  te rm s  o f  an  o p e r a n t  c o n d i t i o n i n g  
m odel d e r i v e d  from  a  h y p o t h e s i s  b y  W ik le r  ( 1961 , 1968) .  W ik le r  a rg u e d  
t h a t  th e  r e i n f o r c e m e n t  g a in e d  from  t h e  e u p h o r ic  e f f e c t  o f  a l c o h o l  may 
b e  s t r e n g th e n e d  w hen d r i n k i n g  g I s o  s e r v e s  to  r e l i e v e  w i th d r a w a l  
d i s t r e s s .  T h a t i s ,  w i th d r a w a l  sy m p to n s  a r e  s e e n  a s  c o n t r i b u t i n g  t o  
th e  c o n d i t i o n i n g  p r o c e s s .  E dw ards h y p o th e s iz e d  t h a t  t h e  s e v e r i t y  o f  
d e p e n d e n c e  c o u ld  p e r h a p s  b e  ju d g e d  b y  a  s c a l e  m e a s u r in g  t h e  e x p e r i e n c e  
o f  w i th d ra w a l  sym p tom s. He t h e r e f o r e  a s k e d  tw o q u e s t i o n s  -  a b o u t  
m o rn in g  s h a k e s  an d  r e l i e f  d r i n k i n g  -  an d  g av e  e a c h  s u b j e c t  a  s c o r e
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from  0 - 4  d e p e n d in g  on hov/ o f t e n  t h e s e  sym ptom s h a d  b e e n  e x p e r ie n c e d .
T h i s  s c o r e  w as fo u n d  t o  b e  p r e d i c t i v e  o f  c e r t a i n  o t h e r  f a c t o r s  known 
t o  r e l a t e  t o  a l c o h o l i s m .  A lth o u g h  a  u s e f u l  a p p r o a c h ,  E dw afds f e l t  
t h a t  a  m ore f i n e l y  d i s c r i m i n a t i v e  s c a l e  w as n e e d e d  t o  m e a s u re  d e p e n d e n c e , 
a c c u r a t e l y .  T h is  a p p e a r s  t o  b e  one o f  th e  few  a t t e m p t s  t o  q u a n t i f y  
d e p e n d e n c e  a c c o r d in g  to  th e  e f f e c t s  o f  th e  a l c o h o l  i t s e l f .  S uch  an  
a p p ro a c h  h a s  p o s s i b i l i t i e s  i n  b e in g  a b l e  t o  p r o v id e  a  q u a n t i f i a b l e  
m e a s u re  b a s e d  on c l e a r l y  d e l i n e a t e d  s ig n s  o f  p a th o lo g y .  As m e n tio n e d  
e a r l i e r ,  t h e r e  a r e  many s u c h  s i g n s  w id e ly  ack n o w le d g e d  a s  i n d i c a t i n g  
a l c o h o l i s m ,  an d  E d w ard s r e s e a r c h  s u g g e s t s  t h a t  a  q u e s t i o n n a i r e  b a s e d  
on t h e s e  may p ro v e  u s e f u l .
O v e rv ie w .
Some may c o n s i d e r  t h a t  i t  i s  u n n e c e s s a r y  t o  a c h ie v e  c o n s e n s u s  i n  
th e  m e asu re m en t o f  p ro b le m  d r i n k i n g ,  b u t  t h e r e  a r e  many r e a s o n s  f o r  
r e j e c t i n g  t h i s  v ie w . F i r s t l y ,  u n t i l  a s t a n d a r d i z e d  a p p ro a c h  i s  
a d o p te d ,  t h e  i n t e r p r e t a t i o n  o f  s t u d i e s  u s in g  d i f f e r e n t  c r i t e r i o n  w i l l  
b e  c o n f u s in g .  S e c o n d ly , s t a n d a r d  c r i t e r i a  a r e  n e c e s s a r y  b e f o r e  
p r o g r e s s  c a n  b e  m ade i n  i d e n t i f y i n g  t h o s e  a t  r i s k .  No l e s s  im p o r ta n t  
i s  t h e  a v o id a n c e  o f  o v e r d i a g n o s i s ,  f o r  t h e r e  a r e  many f i n a n c i a l ,  l e g a l ,  
s o c i a l  an d  t h e r a p e u t i c  i m p l i c a t i o n s  i n  l a b e l l i n g  som eone a s  a l c o h o l i c .  
Many c u r r e n t  d é f i n i t i o n s  r e q u i r e  th e  u s e  o f  c l i n i c a l  ju d g e m e n t a l lo w in g  
t h e  p o s s i b i l i t y  t h a t  a  c l i n i c i a n  who i s  a  h e a v y  d r i n k e r  may te n d  t o  
u n d e r d ia g n o s e  d r i n k i n g  p ro b le m s , w h e re a s  t h e  a b s t a i n i n g  c l i n i c i a n  may 
o v e r d ia g n o s e .  S i m i l a r l y ,  w i th o u t  c l e a r  c r i t e r i a  t h e  s o c i a l  g ro u p  
norm s o f  t h e  p a t i e n t  may u n d u ly  a f f e c t  t h e  p o in t  a t  w h ich  he  s e e k s  
h e l p  w i th  d r i n k i n g .
Once a l c o h o l i s m  i s  e s t a b l i s h e d  t h e r e  i s  g e n e r a l  c o n s e n s u s  a s  t o  
i t s  m a n i f e s t a t i o n s .  M ost a l c o h o l i c s  h a v e  e x p e r i e n c e d  t h e  m a j o r i t y  o f  
o f  s i g n s  d e s c r ib e d  by J e l l i n e k  (1 9 5 2 )  b e f o r e  com ing  t o  t h e  a t t e n t i o n
-1 6 -
o f  c l i n i c i a n s ,  an d  a t  t h i s  s t a g e  m ar^  c o n s id e r  t h a t  t o t a l  a b s t i n e n c e  
i s  th e  o n ly  r e a l i s t i c  s o l u t i o n .  T h e se  sym ptom s t a k e  s e v e r a l  y e a r s  
t o  d e v e lo p  i n  m o s t c a s e s ,  and  i t  may b e  t h a t  i f  e a r l i e r  i d e n t i f i c a t i o n  
w e re  p o s s i b l e ,  l e s s  d r a s t i c  t r e a t m e n t  g o a l s  w ou ld  b e  a p p r o p r i a t e .
L ederm ann  (1 9 5 6 )  p o in t e d  o u t  t h a t  th e  c o n s u m p tio n  o f  a l c o h o l  
g e n e r a l l y  d e s c r i b e s  a  l o g  n o rm a l c u r v e .  T h i s  i s  a  d i s t r i b u t i o n  i n  
w h ich  t h e r e  a r e  many i n f r e q u e n t  u s e r s ,  few  m o d e ra te  u s e r s  an d  even  
f e w e r  h e a v y  u s e r s .  I t  w ou ld  a p p e a r  from  t h i s  t h a t  u n l e s s  some way 
o f  d i s t i n g u i s h i n g  b e tw e e n  u s e r s  a n d  p o t e n t i a l  a b u s e r s  o f  a l c o h o l  i s  
fo u n d  p r e v e n t a t i v e  p rogram m es w o u ld  b e  e f f e c t i v e  o n ly  i f  t h e y  a im ed  
t o  m o d ify  a l l  l e v e l s  o f  d r i n k i n g  i n  th e  p o p u la t i o n .
J e l l i n e k  (1 9 4 6 ,1 9 5 2 )  p ro p o s e d  t h a t  t h e r e  i s  a n  i d e n t i f i a b l e  o r d e r  
i n  th e  e x p e r i e n c e s  c r u c i a l  t o  th e  d e v e lo p m e n t o f  a l c o h o l i s m .  I f  t h i s  
p ro v e d  t o  b e  so  th e n  b y  e d u c a t in g  p e o p le  m ore w id e ly  a s  t o  s i g n s  o f  
d e v e lo p in g  d e p e n d e n c e  i t  may b e  p o s s i b l e  to  i d e n t i f y  t h o s e  a t  r i s k  
s o o n e r .  J e l l i n e k  d i s t r i b u t e d  a  q u e s t i o n n a i r e  t o  AA m em bers , a n d  on 
t h e  b a s i s  o f  t h e i r  r e p l i e s  fo rm ed  th e  i t e m s  i n t o  v a r i o u s  " p h a s e s  o f  
a l c o h o l i s m " .  T h e se  w e re  a s  f o l l o w s :
P r e - a l c o h o l i c  s y m p to m a tic  p h a s e : T h is  r e f e r r e d  t o  t h e  p e r io d  i n  
w h ic h  t h e  i n d i v i d u a l  u s e s  a l c o h o l  t o  r e l i e v e  t e n s i o n .  I f  t h i s  
o c c u r s  o v e r  a  p e r i o d  o f  t i m e ,  t o l e r a n c e  o f  t e n s i o n  d e c r e a s e s  so  
d r i n k  i s  n e e d e d  m ore f r e q u e n t l y .
P ro d ro m a l p h a s e : C h a r a c t e r i z e d  b y  th e  su d d e n  o n s e t  o f  " b l a c k o u t s "  
( i . e .  l o s s  o f  memory w i th o u t  l o s s  o f  c o n s c i o u s n e s s ) .
S u r r e p t i t i o u s  d r i n k i n g ,  g u i l t  f e e l i n g s ,  an d  a  p r e o c c u p a t i o n  w i th  
a l o h o l  w ere  a l s o  s a i d  t o  o c c u r .  J e l l i n e k  c o n s id e r e d  t h a t  a t  t h i s  
s t a g e  i t  w as p o s s i b l e  t o  i n t e r c e p t  t h i s  p r o c e s s  a n d  p r e v e n t  t h e  
f u l l  d e v e lo p m e n t o f  a d d i c t i o n .
C r u c i a l  p h a s e : I n d i c a t e d  by  l o s s  o f  c o n t r o l  o v e r  d r i n k i n g .  Any
d r i n k i n g  w as s a i d  t o  s t a r t  a c h a in  r e a c t i o n  w h ich  w as f e l t  b y  t h e
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i n d i v i d u a l  a s  a  p h y s i c a l  dem and f o r  a l c o h o l .  D r in k in g  c o n t in u e s  
u n t i l  th e  p e r s o n  i s  t o o  i n t o x i c a t e d  o r  to o  s i c k  t o  d r i n k  an y  m o re . 
R a t i o n a l i z a t i o n  an d  d e n i a l  o f  d r i n k i n g ,  w i th d r a w a l  f r o m 's o c i a l  
i n t e r a c t i o n  an d  m ark ed  a g g r e s s io n  i s  c h a r a c t e r i s t i c .  ' M o rn in g  
d r i n k i n g  b eco m es m ore common, an d  a t t e m p t s  a t  a b s t i n e n c e  may b e  
m ade.
C h ro n ic  p h a s e : Symptoms in c lu d e  a  p ro lo n g e d  i n t o x i c a t i o n ,  s o c i a l
r e j e c t i o n ,  d e c r e a s e d  t o l e r a n c e ,  i n d e f i n a b l e  f e a r s  and p e r s i s t e n t  
t r e m o r s .  A lc o h o l ic  p s y c h o s i s  may o c c u r .
J e l l i n e k * s  d e s c r i p t i o n s  in c lu d e d  e c o n o m ic , f a m i ly  a n d  s o c i a l  
c o n s e q u e n c e s  a s  w e l l  a s  p h y s i c a l  c o r e  sym ptom s. He c o n s id e r e d  t h a t  
p r o g r e s s io n  c o u ld  o c c u r  a t  w id e ly  d i f f e r i n g  r a t e s ,  b u t  t h a t  th e  o r d e r  
w as f a i r l y  s t a n d a r d .  A lth o u g h  many o f  t h e s e  i n d i c a t i o n s  w i l l  b e  
i n f l u e n c e d  by  c u l t u r a l  a n d  e c o n im ic  f a c t o r s ,  th e  e x i s t e n c e  o f  a  
p r o g r e s s io n  o f  sym ptom s i n  th e  d ev e lo p m e n t o f  p h y s i c a l  d e p e n d e n c e  i s  
w id e ly  a c k n o w le d g e d .
R a t io n a l e  o f  R e s e a r c h  W h ile  n o t  d e n y in g  th e  e x i s t e n c e  o f  d i f f e r e n t  
p a t t e r n s  o f  a l c o h o l  a b u s e ,  t h e r e  i s  a  s e r i o u s  n e e d  f o r  a  u n id im e n s io n a l  
s c a l e  t h a t  c o u ld  s e r v e  a s  an  in d e x  o f  s e v e r i t y  o f  d e p e n d e n c e . T h is  
w ou ld  e n a b le  r e s e a r c h e r s  t o  a p p ly  r i g o r o u s  c r i t e r i a  i n  s e l e c t i n g  
s u b j e c t s ,  a l lo w in g  c o m p a r is o n s  to  b e  made b e tw e e n  s t u d i e s .
T he p u rp o s e  o f  t h i s  r e s e a r c h  i s  to  t e s t  th e  p o s s i b i l i t y  o f  d e s ig n i n g  
a  r e l i a b l e  a n d  v a l i d  q u e s t i o n n a i r e ,  th e  n a t u r e  o f  w h ic h  i s  b a s e d  on th e  
p r o p o s a l  t h a t ,  a l th o u g h  t h e r e  a r e  w id e  v a r i a t i o n s  i n  t h e  t y p e s  o f  
p ro b le m s  c a u s e d  by  a l c o h o l  a b u s e ,  t h e r e  a r e  c e r t a i n  e s s e n t i a l  f e a t u r e s  
w h ich  a r e  g e n e r a l l y  c o n s id e r e d  t o  i n d i c a t e  a l c o h o l i s m .  A ls o  t h a t  t h e r e  
i s  a  c e r t a i n  p r o g r e s s io n  o f  s jm ip to raa to lo g y  i n  t h e  a c q u i s i t i o n  o f  
d e p e n d e n c e . No a t t e m p t  w i l l  b e  made to  i n c o r p o r a t e  a l l  t h e  v a r i o u s  
ty p e s  o f  " a lc o h o l is m "  t h a t  h a v e  b e e n  p o s t u l a t e d .  The te rm  " a lc o h o l i s m "  
when u s e d  i n  t h i s  s tu d y  w i l l  r e f e r  t o  p h y s ic a l  d e p e n d e n c e  on a l c o h o l .
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lŒTHOD 
D r in k in g  Q u e s t io n n a i r e
I
T he d r i n k i n g  m e a su re  i n v e s t i g a t e d  w as a  d e v e lo p m e n t o f  t h a t  p r e v i o u s l y  
u s e d  h y  th e  w r i t e r  to  i d e n t i f y  p ro b le m  d r i n k e r s  i n  a  p r i s o n  p o p u l a t i o n .
The o r i g i n a l  q u e s t i o n n a i r e  c o n s i s t e d  o f  t h i r t y  i t e m s  a t t e m p t i n g  t o  c o v e r  
a l l  s t a g e s  i n  th e  d e v e lo p m e n t o f  a l c o h o l i s m ,  and  q u e s t i o n s  lo o k e d  a t  th e  
m o t iv a t i o n  f o r  d r i n k i n g  a s  w e l l  a s  p s y c h o lo g i c a l  a n d  p h y s i o l o g i c a l  
c o n s e q u e n c e s  o f  a l c o h o l  d e p e n d e n c e . I n  s e l e c t i n g  i t e m s  p a r t i c u l a r  
r e f e r e n c e  w as made t o  J e l l i n e k * s  " p h a s e s  o f  a l c o h o l i s m "  a s  w e l l  a s  t o  th e  
m ore r e c e n t  w ork  o f  E d w a rd s , O r f o rd  and  o t h e r s  a t  t h e  A d d ic t io n  R e s e a rc h  
U n i t ,  C a m b e rw e ll.
The ty p e s  o f  p ro b le m s  e x p e r i e n c e d  a s  a  r e s u l t  o f  a l c o h o l i s m  h a v e  
b e e n  shown t o  b e  s i g n i f i c a n t l y  a f f e c t e d  b y  su c h  f a c t o r s  a s  a g e ,  s e x ,  
s o c i a l  c l a s s ,  and  e th n i c  b a c k g ro u n d  (E d w ard s  e t  a l . ,  1 972 ) I te m s  known 
t o  h a v e  t h e s e  ty p e s  o f  b i a s  w ere  t h e r e f o r e  e x c lu d e d .
The r e s u l t i n g  q u e s t i o n n a i r e  w as a d m in i s t e r e d  t o  tw o s a m p le s  o f  
p r i s o n e r s  b y  i n c l u d i n g  i t  a s  p a r t  o f  a  r o u t i n e  t e s t  b a t t e r y .  279 r e p l i e s  
w ere  r e c e iv e d  i n  a l l ,  an d  on t h e  b a s i s  o f  t h e s e  i t  p ro v e d  to  b e  p o s s i b l e  
t o  fo rm  tw e n ty -o n e  o f  t h e  i t e m s  i n t o  a  g u ttm a n  s c a l e ,  r e p r o d u c i b i l i t y  
b e in g  g r e a t e r  th a n  ^ofc ( s e e  T a b le  1 . )
V a r io u s  f e a t u r e s  o f  t h e  s tu d y  u n d e r l i n e d  th e  n e e d  f o r  f u r t h e r  p i l o t  
w ork  on t h e  q u e s t i o n n a i r e .  F i r s t l y ,  p r i s o n e r s  a r e  a b i a s e d  s a m p le , an d  
so  th e  a p p l i c a b i l i t y  o f  th e  r e s u l t s  t o  o t h e r  g ro u p s  c o u ld  n o t  b e  a s s u m e d . 
A ls o ,  no  a t te m p t  v/as made t o  s e l e c t  a l c o h o l i c  p r i s o n e r s ,  and  s o  f a c e  
v a l i d i t y  w as t h e  m ain  i n d i c a t o r  t h a t  th e  q u e s t i o n n a i r e  w as i n  f a c t  
m e a s u r in g  d r i n k i n g  p ro b le m s . R e l i a b i l i t y ,  t o o ,  w as i n a d e q u a c y  a s s e s s e d .
The r e s u l t s  d id  h o w ev er s u g g e s t  t h a t  t h i s  a p p ro a c h  c o u ld  b e  u s e d  t o  
p ro v id e  q u a n t a t a t i v e  i n f o r m a t i o n ,  a n d  to  i d e n t i f y  th o s e  w i th  d r i n k i n g  
p ro b le m s , and  t h a t  f u r t h e r  i n v e s t i g a t i o n  w as m e r i t e d .
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T a b le  1 : A l i s t  o f  i t e m s  i d e n t i f i e d  by  s c a lo g ra m  a n a l y s i s  a s  fo rm in g
a  c u m u la t iv e  u n id im e n s io n a l  s c a l e .  ( H i l t o n ,  1 9 7 2 ) .
I
H ave y o u  e v e r : -  s p e n t  m ore  th a n  you  o u ^ t  on d r in k ?  
g o t  d ru n k  i n  t h e  d a y tim e ?
b e e n  u n a b le  t o  rem em ber c l e a r l y  a l l  t h a t  h a p p e n e d  
w hen d r i n k i n g ?
Do y o u : -  l i k e  t o  d r i n k  a l c o h o l  e v e ry  d a y ?
H ave y o u  e v e r : -  b e e n  t o l d  t h a t  y o u  d r i n k  to o  much?
b e e n  a r r e s t e d  w h i l s t  d ru n k ?
c o n c e a le d  t h e  am ount you  w e re  d r i n k i n g  fro m  s a n e o n e  
c l o s e  t o  y o u ?
n e e d e d  à  d r i n k  t o  f a c e  c e r t a i n  s i t u a t i o n s  o r  p ro b le m s ?  
w oken up  w i th  y o u  h a n d s  v e r y  sh a k y  a f t e r  d r i n k i n g ?  
f e l t  u n a b le  t o  c o n t r o l  th e a n o u n t  you  w e re  d r in k i n g ?
Do y o u : -  t h i n k  t h a t  d i i n k  h a s  c h an g e d  y ou?
Do c i r c u m s ta n c e s  f o r c e  you  to  d r i n k  m ore th a n  y o u  o u ^ t ?
H ave you  e v e r : -  b e e n  d ru n k  f o r  s e v e r a l  d a y s  ru n n in g ?
Do y o u : -  d r i n k  w h e n e v e r  y o u  h a v e  th e  c h a n c e ?
f i n d  t h a t  o n ce  y o u  s t a r t  d r i n k i n g  you  c a n ' t  s to p ?
Have y o u  e v e r : -  n e e d e d  a  d r i n k  i n  th e  m o rn in g ?
Do y o u : -  d r i n k  t o  e s c a p e  from  y o u r  t r o u b l e s ?
Have you  e v e r : -  " s e e n  o r  h e a r d "  t h i n g s  due  t o  d r in k ?
b e e n  l a t e  f o r  w ork  b e c a u s e  o f  d r in k ?
Do y o u : -  d r i n k  t o  f o r g e t  y o u r  f a u l t s ?
Have you  e v e r : -  f e l t  asham ed  o f  y o u r  d r in k i n g ?
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The m a jo r  c h a n g e  m ade w as i n  th e  n a t u r e  o f  th e  r e s p o n s e  c a t e g o r i e s  
p r o v id e d .  O r i g i n a l l y  o n ly  "Y es-N o" a n s w e rs  w e re  r e q u i r e d ,  h u t  i n  t h e  
m o d i f ie d  q u e s t i o n n a i r e  a  f r e q u e n c y  s c a l e  w as u s e d  s i n c e  i t  ais l i k e l y  
t h a t  th e  f r e q u e n c y  o f  c e r t a i n  d r i n k i n g  p ro b le m s  i s  o f  c l i n i c a l  
s i g n i f i c a n c e .  F o r  i n s t a n c e ,  th e  o c c u r r e n c e  o f  one b la c k o u t  may n o t  
a lw a y s  i n d i c a t e  a l c o h o l i s m  w h e re a s  i f  b l a c k o u t s  a r e  e x p e r i e n c e d  
f r e q u e n t l y  t h e  i m p l i c a t i o n s  a r e  m ore s e r i o u s .  The o r i g i n a l  
q u e s t i o n n a i r e  w ou ld  b e  u n a b le  t o  d i s c e r n  t h i s .  A n o th e r  r e a s o n  f o r  
c h a n g in g  th e  r e s p o n s e  c a t e g o r i e s  w as th e  c o n s i d e r a t i o n  t h a t  b y  
a n s w e r in g  a c c o r d in g  t o  t h e  f r e q u e n c y  t h a t  c e r t a i n  c o m p l i c a t i o n s  o f  
d r i n k i n g  h a v e  b e e n  e x p e r i e n c e d ,  i t  i s  p o s s i b l e  t h a t  s u b j e c t s  may f e e l  
t h a t  i t  i s  l e s s  l i k e l y  t h a t  some a d m is s io n  o f  p ro b le m s  w i l l  l a b e l  them  
a s  a l c o h o l i c s .  T h e r e f o r e  i t  v/as a rg u e d  t h a t  t h i s  c h a n g e  may i n c r e a s e  
t h e  a b i l i t y  o f  t h e  q u e s t i o n n a i r e  t o  d i s c r i m i n a t e  b e tw e e n  i n d i v i d u a l s .
The r e s p o n s e  c a t e g o r i e s  u s e d  w ere  " n e v e r " ,  " r a r e l y " ,  " o c c a s i o n a l l y " ,
\ \
an d  f r e q u e n t l y ,  an d  t h e s e  w e re  a p p l i e d  to  a l l  q u e s t i o n s .  F o r  some 
o f  t h e  q u e s t i o n s  a  s im p le  "Y es-N o" r e s p o n s e  may h a v e  b e e n  m ore 
a p p r o p r i a t e ,  b u t  th e  u s e  o f  a  v a r i e t y  o f  r e s p o n s e  m e a s u re s  c o u ld  h a v e  
in t r o d u c e d  c o n f u s io n  i n  t h e  s u b j e c t s .  I t  w as c o n s id e r e d  t h a t  th e  
n e e d  f o r  s i m p l i c i t y  o u tw e ig h e d  o t h e r  c o n s i d e r a t i o n s .
A l l  i t e m s  fo u n d  t o  b e  s c a l a b l e  i n  th e  p r e v io u s  s tu d y  w e re  in c lu d e d  
i n  t h e  q u e s t i o n n a i r e ,  a s  w e l l  a s  s i x  w h ic h  f a i l e d  t o  m e e t t h i s  
c r i t e r i o n  b u t  w h ic h  i n  te r m s  o f  t h e i r  f a c e  v a l i d i t y  w e re  n e v e r t h e l e s s  
c o n s id e r e d  a s  p o t e n t i a l l y  good d i s c r i m i n a t o r s  b e tw e e n  a l c o h o l i c s  an d  
n o n - a l c o h o l i c s .  I n  tw o  c a s e s  q u e s t i o n  w o rd in g  w as a l t e r e d  t o  r e d u c e  
a m b ig u i ty .  S ix  new i t e m s  w ere  in c lu d e d  b e c a u s e  th e y  h a d  b e e n  fo u n d  
to  r e l a t e  t o  a l c o h o l i s m  i n  v a r i o u s  o th e r  s t u d i e s .  The q u e s t i o n  
"H ave y o u  e v e r  ’ s e e n '  o r  'h e a r d '  t h i n g s  d u e  to  d r in k ? "  w as s p l i t  i n  
tw o , a s  T id m a rs h  ( l9 7 4 )  fo u n d  t h a t  v i s u a l  h a l l u c i n a t i o n s  w e re  j r a f e r . -
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t h a n  a u d i t o r y  o n e s ,  and  a p p e a r e d  t o  b e lo n g  t o  a  l a t e r  s t a g e  o f  
a l c o h o l i s m .■
The r e s u l t i n g  q u e s t i o n n a i r e  c o n s i s t e d  o f  t h i r t y  f o u r  i t e m s .
(S e e  T a b le  2 ) .
A d d i t i o n a l  D a ta  O b ta in e d .
D a ta .o n  th e  a g e ,  s e x  a n d  s o c i a l  c l a s s  o f  e ac h  s u b j e c t  w as o b ta in e d  
b o th  t o  lo o k  a t  t h e  i n t e r a c t i o n  o f  t h e s e  v a r i a b l e s  w i th  q u e s t i o n n a i r e  
r e s p o n s e s ,  an d  t o  e n s u r e  t h a t  th e  a l c o h o l i c  a n d  n o n - a l c o h o l i c  s a m p le s  
w e re  c o m p a ra b le .
S o c i a l  c l a s s  w as d e te r m in e d  u s i n g  t h e  R e g i s t r a r  G e n e r a l 's  
c l a s s i f i c a t i o n  o f  o c c u p a t io n s .  F o r  men th e  c l a s s i f i c a t i o n  w as b a s e d  
on p r e s e n t  o c c u p a t io n ,  o r  , i f  t h e  s u b j e c t  w as u n em p lo y ed  o r  r e t i r e d ,  
on l a s t  o c c u p a t io n .  M a r r ie d  women w e re  c l a s s i f i e d  on t h e  b a s i s  o f  
t h e i r  h u s b a n d s  o c c u p a t io n .  The c l a s s e s . u s e d  w e re  a s  f o l l o w s :
1 : P r o f e s s i o n a l
2 : T e c h n ic a l
3 :  S k i l l e d
4 : S e m i - s k i l l e d
5 : U n s k i l l e d
Q u a n t i ty - f r e q u e n c y  d a t a  on d r i n k i n g  w as a l s o  o b t a i n e d .  S u b je c t s  
w e re  a s k e d  how o f t e n  d u r in g  th e  p a s t  y e a r  t h e y  h a d  t a k e n  one o r  m ore 
d r i n k s .  A nsw ers w e re  i n  s i x  c a t e g o r i e s :  d a i l y ;  3 -6  t im e s  a  w eek ; o n ce  
o r  tw ic e  a  w eek ; once  o r  tw ic e  a  m onth ; o n ce  o r tw ic e  a  y e a r ;  n e v e r .  
T hey w ere  th e n  a s k e d  a b o u t  th e  u s u a l  q u a n t i t i e s  o f  v a r i o u s  d r i n k s  t a k e n  
a t  one s i t t i n g .  A " s i t t i n g "  w as d e f i n e d  a s  " fro m  th e  t im e  y o u  s t a r t  
d r in k i n g  t o  t h e  tim e  you  f i n i s h " .  The d r i n k s  c o n s id e r e d  w e re  c i d e r ,  
b e e r ,  w in e  and s p i r i t s .
The Q-F c a t e g o r i z a t i o n  u s e d  w as b a s e d  on t h a t  b y  E d w ard s  e t  a l .  
( 1972) b u t  t h e i r  schem e w as n o t  fo l lo w e d  e x a c t l y .  E d w ard s e t  a l .
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Table 2 L is t  of Item s com prising  the  D rinking Q uestio n n a ire
1 .  Do y o u : -  l i k e  t o  d r i n k  a l c o h o l  e v e r y  d a y ?  ’ ’
2 .  d r i n k  b e c a u s e  o f  l o n e l i n e s s ?
3» d r i n k  t o  e s c a p e  from  y o u r  t r o u b l e s ?
4 '  d r i n k  t o  f o r g e t ?
5» d r i n k  t o  p u t  you  a t  e a s e  w i t h  p e o p l e ?
6 .  d r i n k  w h e n e v e r  y o u  h a v e  a  c h a n c e ?
7* t h i n k  t h a t  d r i n k  h a s  c h a n g e d  y o u ?
8 .  d r i n k  a l o n e ?
9* l i k e  t o  b e  1 o r  2 d r i n k s  a h e a d  w i t h o u t
o t h e r s  knov /ing  i t ?
1 0 .  f i n d  t h a t  on ce  y ou  s t a r t  d r i n k i n g  y ou
c a n ' t  s t o p ?
1 1 .  H ave y o u  e v e r : -  d e c i d e d  t o  g i v e  u p  d r i n k  a l t o g e t h e r
( e v e n  i f  y o u  l a t e r  c h a n g e d  y o u r  m in d ) ?
1 2 .  f e a r e d  t h a t  y o u  w e re  b eco m in g  d e p e n d e n t
on a l c o h o l ?
1 3 '  b e e n  a d v i s e d  t o  c u t  down on y o u r  d r i n k i n g ?
1 4 '  b e e n  u n a b l e  t o  rem em ber a l l  t h a t  h a p p e n e d
when d r i n k i n g ?
15 '  n e e d e d  a  d r i n k  t o  f a c e  c e r t a i n  s i t u a t i o n s
o r  p ro b le m s ?
1 6 .  s p e n t  m ore  t h a n  y ou  o u ^ t  t o  on d r i n k ?
17 '  g o t  d r u n k  i n  t h e  d a y t im e ?
l 8 .  c o n c e a l e d  t h e  am ount y ou  w e re  d r i n k i n g
fro m  someone c l o s e  t o  y o u ?
19 '  n e e d e d  a  d r i n k  i n  t h e  m o rn in g ?
2 0 .  b e e n  l a t e  f o r  w ork  b e c a u s e  o f  d r i n k ?
21 .  f e l t  asham ed  o f  y o u r  d r i n k i n g ?
2 2 .  b e e n  t o l d  t h a t  you  d r i n k  t o o  much?
2 3 '  f e l t  u n a b l e  t o  c o n t r o l  t h e  am ount y o u  w e re
d r i n k i n g ?
2 4 '  w oken u p  w i t h  y o u r  h a n d s  v e r y  s h a k y  a f t e r
h e a v y  d r i n k i n g ?
2 5 '  h a d  a  b l a c k o u t  ( l o s t  y o u r  memory w i t h o u t
l o s i n g  c o n s c i o u s n e s s )  a f t e r  d r i n k i n g ?
2 6 .  b e e n  d r u n k  f o r  s e v e r a l  d a y s  r u n n i n g ?
2 7 '  b e e n  v i o l e n t  a f t e r  d r i n k i n g ?
2 8 .  f e l t  f r i g h t e n e d  w h i l s t  d r u n k ?
29 '  b e e n  a r r e s t e d  f o r  d r u n k e n e s s ?
30 . s e e n  t h i n g s  w h ich  y o u  r e a l i s e d  l a t e r  w e re
im a g in e d ?
3 1 '  h e a r d  t h i n g s  w h ich  y ou  r e a l i s e d  l a t e r  w e re
im a g in e d ?
3 2 .  I s  d r i n k  a  p ro b le m  f o r  y o u ?
3 3 '  Do c i r c u m s t a n c e s  f o r c e  y o u  t o  d r i n k  m ore  t h a n  y ou  o u g h t?
3 4 '  D oes i t  b o t h e r  y o u  i f  t h e r e  i s  n o  d r i n k  a v a i l a b l e ?
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d e r i v e d  t h e  Q-F c a t e g o r y  f rom  t h e  "beverage  f o r  w h ic h  t h e  h i p e s t  
f r e q u e n c y  r a t i n g  w as o b t a i n e d .  T h e r e f o r e  i f  s e v e r a l  t y p e s  o f  d r i n k  
w e re  u s u a l l y  t a k e n  i n  one s i t t i n g ,  o n ly  one t y p e  c o n t r i b u t e d  t o  t h e  
c a t e g o r i z a t i o n .  As t h i s  w o u ld  seem t o  i n t r o d u c e  u n n e c e s s a r y  b i a s ,  
t h e  schem e w as m o d i f i e d  t o  i n c l u d e  t h e  t o t a l  am ount d r u n k  r e g a r d l e s s  
o f  t y p e .  F o l lo w in g  E d w ard s  e t  a l .  q u a n t i t i e s  w e re  c o d e d  i n  u n i t s ,  
w i t h  a  h a l f  p i n t  o f  b e e r  o r  c i d e r ,  a  " s i n g l e "  o f  s p i r i t s  o r  a  g l a s s  o f  
w in e  b e i n g  t a k e n  a s  one  d r i n k .  E a ch  s u b j e c t  w as t h e r e f o r e  a s s i g n e d  t o  
one o f  t h e  f o l l o w i n g  c a t e g o r i e s .
1 .  A b s t a i n e r :  No a l c o h o l  a t  a l l  consum ed d u r i n g  t h e  p r e v i o u s
12 m o n th s .
2 .  V e ry  o c c a s i o n a l :  F r e q u e n c y  n o t  m ore  t h a n  o n ce  o r  t w i c e  a
y e a r .  Q u a n t i t y  c o u l d  b e  a n y  a m o u n t .
3 .  I n f r e q u e n t  L i g h t :  F r e q u e n c y  o f  o n ce  o r  t w i c e  a  m o n th .
Q u a n t i t y  on a v e r a g e  n o t  m ore  t h a n  th e  e q u i v a l e n t  o f  t h r e e  
p i n t s  o f  b e e r  a t  a s i t t i n g .
4» F r e q u e n t  L i g h t :  A t l e a s t  on ce  o r  t w i c e  a  w eek ,  w i t h  u p  t o
tw o p i n t s  o f  b e e r  a t  a  s i t t i n g .
5 . M o d e r a te :  E i t h e r  t h o s e  v/ho d r a n k  u p  t o  t h r e e  p i n t s  o f  b e e r
a t  a  s i t t i n g  and d i d  s o  a t  l e a s t  o n ce  a  w eek ,  o r  t h o s e  who
d r a n k  m ore  t h a n  t h r e e  p i n t s  o f  b e e r  a t  a  s i t t i n g  b u t  d i d  so  
l e s s  t h a n  o n ce  a  w e e k .
6 .  H eavy : More t h a n  t h r e e  p i n t s  o f  b e e r  a t  a  s i t t i n g ,  w i t h  a
f r e q u e n c y  o f  a t  l e a s t  on ce  a w eek .
The i n t e r p r e t a t i o n  o f  t h e s e  c a t e g o r i e s  m u s t  b e  s t r i c t l y  on t h e  
b a s i s  o f  t h e  o p e r a t i o n a l  d e f i n i t i o n s  g iv e n  a b o v e .
S u b j e c t s  w e re  a l s o  a s k e d  a b o u t  the  q u a n t i t y  an d  f r e q u e n c y  o f  t h e i r  
d r i n k i n g  i n  a n  a v e r a g e  w eek . I n  t h i s  c a s e  t h e  q u a n t i t y  w as  c o n v e r t e d  
i n t o  g ram s o f  a b s o l u t e  a l c o h o l .
F i n a l l y ,  t h e  A lc a d d  t e s t  w as u s e d  t o  e n s u r e  t h a t  a n y  a l c o h o l i c s
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i n a d v e r t a n t l y  i n c l u d e d  i n  t h e  c o n t r o l  g ro u p  c o u l d  b e  i d e n t i f i e d .
A l t h o u ^  f a r  from  b e i n g  a n  i d e a l  t e s t ,  t h e  A lc a d d  was c h o s e n  b e c a u s e  
i t  was b e i n g  a d m i n i s t e r e d  r o u t i n e l y  t o  t h e  a l c o h o l  u n i t  p a t i p n t s ,  and  
t h e r e f o r e  a l l o w e d  c o m p a r i s o n s  t o  b e  made b e tw e e n  th e  two d r i n k i n g  
q u e s t i o n n a i r e s .
S u b j e c t s
The a l c o h o l i c  g r o u p  came f ro m  t h e  f o l l o w i n g  f o u r  s o u r c e s :
1 .  T h o se  u n d e r g o i n g  t r e a t m e n t  i n  a  h o s p i t a l  a l c o h o l i c  u n i t .
2 .  T h o se  i n  o t h e r  w a rd s  o f  th e  h o s p i t a l  d i a g n o s e d  a s  a l c o h o l i c s ,  and  
w i t h o u t  o t h e r  s e r i o u s  p s y c h o p a t h o l o g y .
3 . E x - p a t i e n t s  o f  t h e  a l c o h o l i c  u n i t .
4 . Members o f  A l c o h o l i c s  Anonymous (A .A .)
The l a s t  g r o u p  w e re  i n c l u d e d  b e c a u s e  a s  w e l l  a s  b e i n g  a r e a d i l y  
a v a i l a b l e  sam p le  o f  s e l f - r e c o g n i s e d  a l c o h o l i c s ,  t h e i r  s c o r e s  on p r e v i o u s  
d r i n k i n g  q u e s t i o n n a i r e s ,  f o r  i n s t a n c e  t h e  A lc a d d ,  h a v e  b e e n  c o n s i s t e n t l y  
h i g h e r  t h a n  t h o s e  o f  a l c o h o l i c s  u n d e r g o i n g  h o s p i t a l  t r e a t m e n t .
T h e r e f o r e  i t  was c o n s i d e r e d  t h a t  t h e y  s h o u ld  b e  i n c l u d e d  t o  i n c r e a s e  
t h e  r e p r e s e n t a t i v e n e s s  o f  t h e  a l c o h o l i c  s a m p le .
I t  was h o p s e d  t h a t  a  s a m p le  o f  p a t i e n t s  c o u l d  b e  o b t a i n e d  from  t h e
h o s p i t a l  w hose d o c t o r s  c o n s i d e r e d  t h a t  t h e i r  symptoms w e re  due  t o
a l c o h o l i s m  b u t  who w ould  n o t  a d m i t  t o  h a v i n g  a  d r i n k i n g  p r o b le m .  T h i s  
w ould  h a v e  i n d i c a t e d  t h e  e x t e n t  o f  d e n i a l  l i k e l y  when u s i n g  t h e
q u e s t i o n n a i r e  t o  i d e n t i f y  a l c o h o l i c s .  As o n ly  one s u b j e c t  w as fo u n d  
who f i t t e d  i n t o  t h i s  c a t e g o r y ,  t h e  r e s u l t s  o b t a i n e d  w e re  n o t  i n c l u d e d  
i n  t h e  a n a l y s e s  o f  r e s u l t s .
The c o n t r o l  g ro u p  came f ro m  s e v e r a l  s o u r c e s ,  t h e  m a jo r  s o u r c e  
b e i n g  p e o p l e  m ak in g  u s e  o f  à  l o c a l  com m unity  c e n t r e .  M embers o f  two 
e v e n i n g  c l a s s e s ,  c a r  m a in t e n a n c e  an d  s o c i o l o g y ,  w e re  a s k e d  t o  p a r t i c i p a t e  
a l o n g  w i t h  o t h e r  p e o p l e  u s i n g  t h e  c e n t r e .  A c q u a i n t a n c e s  o f  t h e  w r i t e r
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w ere  a s k e d  f o r  t h e i r  h e l p  b o t h  i n  c o m p le t i n g  a  q u e s t i o n n a i r e  w h e re  i t  
was c o n s i d e r e d  s u b j e c t i v e l y  t h a t  t h i s  w ould  n o t  i n t r o d u c e  s e r i o u s  b i a s ,  
an d  i n  g i v i n g  c o p i e s  o f  t h e  q u e s t i o n n a i r e  t o  p e o p l e  t h e y  k n ey  f i t t i n g  
i n t o  c e r t a i n  s p e c i f i e d  c a t e g o r i e s .  O nly  t h o s e  w i th  a  q u a l i f i c a t i o n  i n  
p s y c h o lo g y  w e re  u s e d  f o r  t h i s  l a t t e r  p u r p o s e .
A d m i n i s t r a t i o n  o f  t h e  Q u e s t i o n n a i r e
B e c a u s e  s u b j e c t s  w e re  o b t a i n e d  from  s u c h  a  d i v e r s i t y  o f  s o u r c e s  
s t a n d a r d i z a t i o n  o f  a d m i n i s t r a t i o n  h a d  t o  b e  a c h i e v e d  b y  p r o v i d i n g  
d e t a i l e d  i n s t r u c t i o n s  w i t h  e a c h  cop y  o f  t h e  q u e s t i o n n a i r e .  T h e se  w e re  
a s  f o l l o w s :
T h i s  i s  t o  a s k  f o r  y o u r  h e l p  i n  a  r e s e a r c h  p r o j e c t  t o  d e v e l o p  
a m e a s u re  o f  d r i n k i n g  b e h a v i o u r .
I t  i s  i m p o r t a n t  when d e v e l o p i n g  s u c h  a  q u e s t i o n n a i r e  t o  g e t  a  
r e p r e s e n t a t i v e  s a m p le  o f  p e o p l e ,  c o v e r i n g  a  w id e  v a r i e t y  o f  d r i n k i n g  
p a t t e r n s ,  t o  c o m p le te  i t ,  n o t  o n ly  t h o s e  w i t h  d r i n k i n g  p r o b le m s .
I f  a t  an y  t im e  you  f e e l  t h a t  you would r a t h e r  n o t  f i l l  i n  t h e  
q u e s t i o n n a i r e , s im p ly  h a n d  i t  b a c k  t o  t h e  p e r s o n  who g av e  i t  t o  y o u ,  
o r  d e s t r o y  i t .  Do n o t  l e a v e  i t  a ro u n d  o r  p a s s  i t  on  t o  an y o n e  e l s e .
As t h e  q u e s t i o n n a i r e  i s  s t i l l  b e i n g  d e v e l o p e d ,  some q u e s t i o n s  
may b e  b a d l y  w o rd e d ,  b u t  p l e a s e  a n s w e r  e a c h  q u e s t i o n  a s  b e s t  you  c a n .  
Y our r e p l i e s  w i l l  b e  t r e a t e d  i n  s t r i c t  c o n f i d e n c e ,  and  i n  o r d e r  t o  
e n s u r e  t h i s ,  yo u  a r e  a s k e d  n o t  t o  p u t  y o u r  name on t h e  p a p e r .  
F u r t h e r m o r e ,  n o  a c t i o n  w i l l  b e  t a k e n  on th e  b a s i s  o f  y o u r  r e p l i e s  
u n l e s s  yo u  s p e c i f i c a l l y  r e q u e s t  t h i s .
You w i l l  b e  a s k e d  some q u e s t i o n s  a b o u t  y o u r s e l f  t h a t  d o  n o t  
fo rm  p a r t  o f  t h e  q u e s t i o n n a i r e  a s  s u c h .  T h e s e  a r e  s im p l y  t o  e n a b l e  
u s  t o  f i n d  o u t  how s u c h  f a c t o r s  a s  a g e  and  s e x  a f f e c t  d r i n k i n g  
b e h a v i o u r .
S p e c i f i c  i n s t r u c t i o n s  on how t o  c o m p le t e  th e  q u e s t i o n n a i r e  
a p p e a r  o v e r l e a f .  I t  i s  i m p o r t a n t  t h a t  you  a n s w e r  e v e r y  q u e s t i o n .
S p e c i f i c  i n s t r u c t i o n s  on a n s w e r i n g  t h e  q u e s t i o n n a i r e  w e re  a s
f o l l o w s :
The f o l l o w i n g  q u e s t i o n n a i r e  a s k s  a b o u t  d r i n k i n g  b e h a v i o u r .
Some q u e s t i o n s  a r e  i n  t h e  p r e s e n t  t e n s e :  i f  you  a r e  a  member o f
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A l c o h o l i c s  Anonymous, o r ,  i f  y ou  a r e  c u r r e n t l y  u n d e r g o i n g  t r e a t m e n t  
f o r  a l c o h o l i s m ,  p l e a s e  a n s w e r  t h e s e  q u e s t i o n s  a s  t h e y  w ould  h a v e  
a p p l i e d  t o  you b e f o r e  s e e k i n g  h e l p  w i t h  d r i n k i n g .
P l e a s e  a n s w e r  e v e r y  q u e s t i o n  a s  t r u t h f u l l y  a s  y o u  ,6an ( y o u r  
name w i l l  n o t  a p p e a r  on t h e  q u e s t i o n n a i r e ) . T h e r e  a r e  no  r i g h t  
o r  w rong  a n s w e r s  an d  n o  t r i c k  q u e s t i o n s .  I f  y o u  h a v e  d i f f i c u l t y  
i n  a n s w e r i n g ,  p l e a s e  a s k  a b o u t  t h i s  b e f o r e  y o u r  p a p e r  i s  c o l l e c t e d .
C i r c l e  t h e  a n s w e r  t h a t  a p p l i e s  t o  y o u .
R e s e a r c h  n u m bers  w e re  u s e d  t o  e n s u r e  a n o n y m i ty .
A l l  a l c o h o l i c s  w e re  a s k e d  t o  r e p l y  on t h e  b a s i s  o f  t h e i r  e x p e r i e n c e s  
b e f o r e  s e e k i n g  h e l p  w i t h  t h e i r  d r i n k i n g ,  a s  t h e r e  w o u ld  h a v e  b e e n  l i t t l e  
v a l u e  i n  o b t a i n i n g  t h e  h a b i t s  o f  t h o s e  c u r r e n t l y  u n d e r  t r e a t m e n t ,  o r  
p r o f f e s s e d  a b s t a i n e r s .
M o st  o f  t h e  r e p l i e s  f rom  th e  A l c o h o l i c  u n i t  w e re  o b t a i n e d  i n  a  
g ro u p  t e s t i n g  s e s s i o n  a t  w h ic h  t h e  w r i t e r  w as p r e s e n t  t o  e x p l a i n  t h e  
r e s e a r c h  and  a n s w e r  an y  q u e r i e s .  F o r  t h o s e  n o t  p r e s e n t  a t  t h i s  t im e  
t h e  s t u d y  was e x p l a i n e d  an d  t h e  q u e s t i o n n a i r e  a d m i n i s t e r e d  i n d i v i d u a l l y .  
V/her. i t  was i m p o s s i b l e  t o  c o m p le te  t h e  q u e s t i o n n a i r e  i m m e d i a t e l y ,  a  co py  
was l e f t  w i t h  t h e  i n d i v i d u a l  a n d  an  e n v e lo p e  p r o v i d e d  t o  e n s u r e  t h a t  
r e p l i e s  c o u l d  r e m a in  c o n f i d e n t i a l .  O th e r  h o s p i t a l  p a t i e n t s  and  ex ­
p a t i e n t s  o f  t h e  a l c o h o l i c  u n i t  w e re  a l s o  s e e n  i n d i v i d u a l l y ,  and  i n  a l l  
c a s e s  t h e  q u e s t i o n n a i r e s  w e re  c o m p le te d  i n  t h e  w r i t e r ' s  p r e s e n c e .
R e c r u i tm e n t  o f  s u b j e c t s  f rom  k t\ was c a r r i e d  o u t  d u r i n g  t h e  c o u r s e  
o f  t h r e e  o p en  m e e t in g s  o f  t h i s  o r g a n i z a t i o n .  C a re  w as t a k e n  i n  r e g a r d  
t o  t h e  p r o t o c o l  o f  AA, an d  i t  was n e c e s s a r y  t o  r e a s s u r e  p o t e n t i a l  s u b j e c t s  
o f  t h e  c o n f i d e n t i a l i t y  and  a n o n y m i ty  o f  t h e  d a t a  o b t a i n e d .  F u r t h e r ,  t o  
a v o i d  a n y  f e e l i n g s  o f  p r e s s u r i z a t i o n  i t  was n o t  c o n s i d e r e d  w i s e  t o  
a p p r o a c h  i n d i v i d u a l s  b u t  r a t h e r  t o  r e q u e s t  t h a t  a n y  m em bers  v/ho w ere  
w i l l i n g  t o  h e l p  s h o u ld  a p p r o a c h  t h e  w r i t e r  a f t e r  t h e  m e e t i n g .  V o l u n t e e r s  
w ere  p r o v i d e d  w i th  a q u e s t i o n n a i r e  and  a s tam p ed  a d d r e s s e d  e n v e l o p e  
w i th  w h ich  t o  r e t u r n  i t .
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A s i m i l a r  a p p r o a c h  w as a d o p t e d  i n  t h e  r e c r u i t m e n t  o f  c c m t r o l  
s u b j e c t s  a t  t h e  com m unity  c e n t r e ,  a l t h o u g h  q u e s t i o n n a i r e s  w e re  c o m p le t e d  
im m e d ia te ly  i n  th e  s o c i o l o g y  e v e n i n g  c l a s s ,  and th e  l e c t u r e r  
s u b s e q u e n t l y  u s e d  a  b l a n k  fo rm  t o  d i s c u s s  v a r i o u s  a s p e c t s  ^  q u e s t i o n n a i r e  
d e s i g n .  O th e r  c o n t r o l  s u b j e c t s  w e re  a p p r o a c h e d  i n d i v i d u a l l y ,  an d  i n  
eac h  c a s e  e n v e l o p e s  w e re  g i v e n  w i t h  e a c h  q u e s t i o n n a i r e .
R esp o n se  R a t e .
A l l  a l c o h o l i c s  c o n t a c t e d  th r o u g h  th e  h o s p i t a l  a g r e e d  to  c o o p e r a t e ,  
a l t h o u g h  i n  one c a s e  a  s u b j e c t  f a i l e d  t o  r e t u r n  a  q u e s t i o n n a i r e  b e f o r e  
l e a v i n g  t h e  h o s p i t a l .  A p p r o x im a te ly  7 5 ^  o f  t h o s e  a t t e n d i n g  AA g ro u p s  
a s k e d  f o r  q u e s t i o n n a i r e s .  Of t h e s e  50^  w e re  l a t e r  r e t u r n e d .
A p p r o x im a te ly  o f  t h o s e  p e o p l e  a s k e d  t o  b e  c o n t r o l  s u b j e c t s  w e re  
w i l l i n g  t o  h e l p  w i t h  th e  r e s e a r c h .  84^  o f  t h e s e  r e t u r n e d  c o m p le te d  
q u e s t i o n n a i r e s .
D e m o g ra p h ic  F e a tu re s
-----------------u —  ----------------------------------------------------  ,
The f o l lo w in g  f i v e  g ro u p s  o f  s u b je c t s  w e re  c o n s id e r e d  as th e  b a s is  
f o r  a n a ly s is :
1 . A l c o h o l i c s  u n d e r g o i n g  t r e a t m e n t  i n  a h o s p i t a l  u n i t .
2 .  E x - p a t i e n t s  o f  t h e  a l c o h o l i c  u n i t ,  and o t h e r  a l c o h o l i c s  c u r r e n t l y  
i n  h o s p i t a l .  T h e se  tw o  g r o u p s  w e r e  c o n s i d e r e d  t o g e t h e r  a s  t h e y  
c o m p r is e  o n ly  a  s m a l l  p r o p o r t i o n  o f  t h e  t o t a l  a l c o h o l i c  s a m p le .
3 . Members o f  AA
4 . C o n t r o l s
5 . " A l c o h o l i c "  c o n t r o l s .  T h i s  g ro u p  c o m p r is e d  o f  c o n t r o l  s u b j e c t s  
who s c o r e d  t o o  h i g h l y  on t h e  A lc a d d  t e s t  t o  b e  c o n s i d e r e d  a s  n o n ­
a l c o h o l i c .  The c u t  o f f  s c o r e s  u s e d  w e re  t h o s e  s u g g e s t e d  b y  
H anson  ( l 9 4 9 )
T a b l e s  3 and  4 g iv e  t h e  b a s i c  c h a r a c t e r i s t i c s  o f  s u b j e c t s .
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Table 4 Sex and C lass D is tr ib u t io n  over a l l  S u b jec ts
S o c i a l  C l a s s  
1 2 3 4 5
\
T o t a l
g
CO
No.
M ale
5 21 20 7 3 
9 38 36 13  5
56
Ho.
F em a le
7 10 16 1 1 
20 29 46  3 3
35
No.
T o t a l
12 31  36  8 4
13 34 40  9 4
91
P e r c e n t a g e s  ro u n d e d  t o  t h e  n e a r e s t  w h o le  n u m b er .
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RESULTS
S c a lo g ra m  a n a l y s i s  was n o t  u s e d  i n  t h e  p r e s e n t  s t u d y  f o r  s e v e r a l
r e a s o n s .  F i r s t l y  i t  p l a c e s  u n n e c e s s a r y  r e s t r i c t i o n s  on th e  i t e m s ,  
s e l e c t i n g  them l a r g e l y  on t h e  b a s i s  o f  p o p u l a r i t y  r a t h e r  t h a n  t h e i r  
i n t e r c o r r e l a t i o n s  o r  f u n c t i o n a l  e q u i v a l e n c e .  I n  a d d i t i o n  i t  i d e n t i f i e s  
w ha t i s  g e n e r a l  i n  a n  i t e m  s e t  a t  t h e  r i s k  o f  m i s s i n g  i m p o r t a n t
s e c o n d a r y  d i m e n s i o n s .  I t  w as c o n s i d e r e d  t h a t  f a c t o r  a n a l y s i s  o f  t h e
s c a l e  v/as t h e  m ost a p p r o p r i a t e  b e c a u s e  o f  th e  amount o f  i n f o r m a t i o n  
i t  y i e l d s  b o t h  on i t e m s  and  t h e  q u e s t i o n n a i r e  a s  a  w h o le .
The SPSS A lp h a  f a c t o r  ' a n a l y s i s  p r o c e d u r e  was u s e d ,  w h ich  o p t i m i s e s  
t h e  i n t e r n a l  c o n s i s t e n c y  o f  f a c t o r s  ( K a i s e r  and  C a f f r e y ,  I 965) .  The 
r e s u l t i n g  i n t e r c o r r e l a t i o n s  a r e  l i s t e d  on T a b le  5«
F a c t o r s  w i t h  e i g e n v a l u e s  o f  a t  l e a s t  1 . 0  w e re  c o n s i d e r e d  a s  common 
f a c t o r s .  The f o u r  f a c t o r s  m e e t in g  t h i s  c r i t e r i o n  a c c o u n t e d  f o r  75”^  
o f  the  t o t a l  v a r i a n c e ,  and  a r e  shown on T a b l e  6 .
F a c t o r  1 a c c o u n t e d  f o r  6 2 .6 a  o f  th e  t o t a l  v a r i a n c e ,  and  8 6 , o f  t h e
v a r i a n c e  a t t r i b u t a b l e  t o  t h e  common f a c t o r s .  The t h i r t y - f o u r  i t e m s  
can  be  c o n s i d e r e d  a s  f o r m i n g  a  u n i d i m e n s i o n a l  s c a l e  r e l a t i n g  t o  
d e p e n d e n c e  on a l c o h o l .  A l l  i t e m s  h a v e  s i g n i f i c a n t  l o a d i n g s  on t h i s  
f a c t o r .
F a c t o r  2 a c c o u n t e d  f o r  o f  t h e  t d a l  v a r i a n c e ,  o r  o f  t h e
common f a c t o r  v a r i a n c e .  I t e m s  l o a d i n g  s i g n i f i c a n t l y  on t h i s  f a c t o r
w ere  c o n c e r e d  w i t h  t h e  e x p e r i e n c e  o f  v i s u a l  and a u d i t o r y  h a l l u c i n a t i o n s  
and b e i n g  v i o l e n t  a f t e r  d r i n k i n g .  I t  a p p e a r e d  t o  r e f l e c t  a n t i s o c i a l  
b e h a v i o u r  r e s u l t i n g  from  a l c o h o l  a b u s e .
F a c t o r  3 a c c o u n t e d  f o r  3*9^  o f  t h e  t o t a l  v a r i a n c e  and  4*6!^ o f  th e
common f a c t o r  v a r i a n c e .  T h e r e  w e re  s i g n i f i c a n t  p o s i t i v e  l o a d i n g s  on
a t t e m p t s  t o  g i v e  u p  d r i n k i n g  an d  a r r e s t s  f o r  d r u n k e n e s s ,  and  a
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s g n i f i c a n t  n e g a t i v e  l o a d i n g  on t h e  e x p e r i e n c e  o f  v i s u a l  h a l l u c i n a t i o n s .  
T h i s  f a c t o r  a p p e a r s  t o  oe c o n c e r n e d  w i t h  t h e  s o c i a l  r a t h e r  t h a n  p h y s i c a l  
c o m p l i c a t i o n s  o f  d r i n k i n g .  _ ••
F a c t o r  4 a c c o u n te d  f o r  3 . 2 ^  o f  t h e  t o t a l  v a r i a n c e  an d  3*3^  o f  t h e  
common f a c t o r  v a r i a n c e .  P o s i t i v e  l o a d i n g s  w e re  r e l a t e d  t o  t h e  
e x p e r i e n c e  o f  "being t o l d  h y  o t h e r s  . t h a t  d r i n k i n g  i s  e x c e s s i v e ,  and a 
n e g a t i v e  l o a d i n g  was o b t a i n e d  on d r i n k i n g  t o  f o r g e t .
T h e s e  l a s t  t h r e e  f a c t o r s  a c c o u n t  f o r  s u c h  a  s m a l l  p e r c e n t a g e  o f  t h e  
v a r i a n c e  t h a t  t h e y  c a n n o t  h e  c o n s i d e r e d  a s  f o rm in g  c l e a r  c u t  s u h - s c a l e s .
T a b l e  6 l i s t s  t h e  c o m m u n a l i ty  o f  e a c h  i t e m ,  t h a t  i s  t h e  p r o p o r t i o n  
o f  common f a c t o r  v a r i a n c e  i n  t h e  s c o r e s .  I t e m s  s h a v i n g  l e a s t  
co m m u n a l i ty  w ere  t h o s e  r e l a t i n g  t o  a r r e s t s  f o r  d r u n k e n e s s ,  an d  f e e l i n g  
f r i g h t e n e d  w h i l s t  d r u n k .  H ow ever i n  n e i t h e r  o f  t h e s e  c a s e s  w as 
c o m m u n a l i ty  so  low  a s  to  s u g g e s t  e l i m i n a t i n g  t h e  i t e m s  a t  t h i s  s t a g e .
F u r t h e r  i n f o r m a t i o n  on t h e  i t e m s  was o b t a i n e d  b y  i t e m - t o t a l  
c o r r e l a t i o n s  ( T a b l e  7 ) j and  i n  a l l  c a s e s  h i g h l y  s i g n i f i c a n t  r e s u l t s  w e re  
f o u n d  (p ^ .O O O l) .  I n  i n t e r p r e t i n g  th e  c o r r e l a t i o n s  i t  m u s t  b e  rem em bered  
t h a t  w h e n e v e r  an  i t e m  i s  c o r r e l a t e d  w i t h  th e  t o t a l  s c o r e  oCwhich i t  i s  a 
p a r t ,  t h e  c o r r e l a t i o n  w i l l  b e  i n f l a t e d .  G u i l f o r d  ( l 9 5 4 )  s t a t e s  "E ven  i f  
a l l  t h e  i t e m s  a r e  c o r r e l a t e d  a c t u a l l y  z e r o  w i t h  w h a t  t h e  t o t a l  s c o r e  
m e a s u r e s ,  and  i f  a l l  i t e m  v a r i a n c e s  w e re  eq^ual, e a c h  i t e m  w ould  c o r r e l a t e  
t o  t h e  e x t e n t  w h e re  n  i s  t h e  num ber o f  i t e m s . "  T h e r e f o r e  w i t h  34 
i t e m s  t h e  e x p e c t e d  e x t e n t  o f  s p u r i o u s  i n t e r c o r r e l a t i o n  w ould  b e  0 . 1 7 .
Even a l l o w i n g  f o r  t h i s  t h e  i t e m - t o t a l  c o r r e l a t i o n s  fo u n d  w o u ld  b e  h i g h l y  
s i g n i f i c a n t .
The a b o v e  r e s u l t s  s u g g e s t e d  t h a t  t h e  t h i r t y  f o u r  i t e m s  fo rm ed  a 
hom ogeneous  s c a l e .
R e l i a b i l i t y
The r e l i a b i l i t y  o f  t h e  q u e s t i o n n a i r e  was a s s e s s e d  u s i n g  M c K e n n e l l* s
-3 5 -
Table 7 I te m -td a l C o rre la tio n s
c a l c u l a t e d  u s i n g  t h e  P e a r s o n  P r o d u c t  Moment C o r r e l a t i o n  T e c h n iq u e
I t e m  1 
.7 9 3 2
I te m  2
. 6836
I t e m  3
.8516
I t e m  4
.7875
I t e m  5 
•55S8
I te m  6
.7432
I t e m  7
.8417
I t e m  8
.8149
I t e m  9
.8732
I t e m  10
.9219
I t e m  11 
.6 86 2
I t e m  12
.8483
I t e m  13
.8202
I t e m  14 
.7808
I t e m  15
.8 2 3 2
I t e m  16
.8698
I t e m  17
.8157
I t e m  18
.8786
?
I te m  19
.8373
I t e m  20
.6979
I t e m  21
.8943
I t e m  22 
.8 165
I te m  23
.9253
I t e m  24
.7730
I t e m  25 
.8 1 8 8
I te m  26
.7301
I t e m  27
.6075
I t e m  28
.5659
I t e m  29
.4690
I t e m  30
.4987
I t e m  31
.5128
I t e m  32
.9094
I t e m  33 
. 68 62
... ,
I t e m  34
. 758 '!
—3 6 —
a p p r o x i m a t i o n  t o  " c o e f f i c i e n t  a l p h a "  (M c K e n n e l l ,  1 9 7 0 ) . T h i s  m e a s u re s
i n t e r n a l  c o n s i s t e n c y ,  an d  i s  d i r e c t l y  r e l a t e d  t o  t h e  s p l i t - h a l f  m e th o d .
S e v e r a l  s p l i t - h a l f  c o n f i d e n t s  c a n  h e  o b t a i n e d  f rom  t h e  same s e t  o f  d a t a
J
d e p e n d in g  on t h e  i t e m s  s e l e c t e d  t o  c o m p r i s e  e a c h  h a l f .  " A lp h a "  i s  t h e  mea: 
o f  a l l  p o s s i b l e  s p l i t - h a l f  c o e f f i c i e n t s .  M c K e n n e l l ' s  f o r m u l a  i s  a s  
f o l l o w s :
A lp h a  = n r ^  .
1 + ( n - l )  r .  .
i j
w h e re  n  = t h e  num ber o f  s e p a r a t e  i t e m s  i n  t h e  t e s t  
r ^ j  = t h e  a v e r a g e  o f  a l l  i n t e r - i t e m  c o r r e l a t i o n s .
A l th o u g h  t h i s  i s  n o t  t h e  u s u a l  f o r m u la  f o r  t h e  c o e f f i c i e n t  a l p h a ,  b u t  a n  
a p p r o x i m a t i o n ,  t h e  v a l u e  o b t a i n e d  i s  v e r y  c l o s e  t o  t h e  c o r r e c t  v a l u e  w i t h  
r e l a t i v e l y  hom ogeneous  i t e m s  ( M c K e n n e l l ,  I 970) .
T h e r e f o r e :
A lp h a  = M  ( . 6 0 1 2 )  = .9 8
1 + 3 3 ( .6 0 1 2 )
T h i s  h i g h  f u r t h e r  r e l i a b i l i t y  r e f l e c t s  t h e  h o m o g e n e i ty  o f  th e  i t e m
p o o l .
V a l i d i t y
C o n s t r u c t  v a l i d i t y  was d e m o n s t r a t e d  by  th e  s i g n i f i c a n c e  o f  t h e  
l o a d i n g s  o f  e ac h  i t e m  on F a c t o r  1 ,  and  the  h i g h  i n t e r n a l  c o n s i s t e n c y  o f  
t h e  q u e s t i o n n a i r e .
C o n c u r r e n t  v a l i d i t y  w as ex am in ed  by  l o o k i n g  a t  t h e  a b i l i t y  o f  e ac h  
i t e m  t o  d i s c r i m i n a t e  b e tw e e n  a l c o h o l i c s  an d  c o n t r o l s .  The c h i - s q u a r e  
t e s t  w as u s e d  f o r  t h i s ,  r e s p o n s e s  b e i n g  co d ed  a c c o r d i n g  t o  w h e t h e r  an  
i t e m  h a d  " e v e r^ 'o r  " n e v e r "  b e e n  t r u e .  I t  was n e c e s s a r y  t o  com bine 
r e s p o n s e s  i n  t h i s  way t o  m e e t  th e  c r i t e r i o n  t h a t  e x p e c t e d  f r e q u e n c i e s  
i n  each  c e l l  s h o u ld  b e  a t  l e a s t  5» (The s c o r e s  o f  t h e  " a l c o h o l i c "
c o n t r o l  g ro u p  w ere  n o t  i n c l u d e d ) . T a b le  8 l i s t s  th e  c h i - s q u a r e  v a l u e s
o b t a i n e d .  I n  a l l  c a s e s  p < .00 0 5  (one  t a i l e d )  sh o w in g  t h a t  a l l  i t e m s  
p r o d u c e d  s i g n i f i c a n t l y  d i f f e r e n t  r e s p o n s e s  from  a l c o h o l i c s  a n d  n o n - a l c o h o l i
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T a b le  8 D i f f e r e n c e s  fo u n d  i n  t h e  r e s p o n s e  o f  a l c o h o l i c s  a n d  
n o n - a l c o h o l i c s  t o  e a c h  i t e m .
I t e m s C h i - s q u a r e  
V a lu e
Do y o u : -  l i k e  t o  d r i n k  a l c o h o l  e v e r y  d a y ?
d r i n k  b e c a u s e  o f  l o n e l i n e s s ?  
d r i n k  t o  e s c a p e  f ro m  y o u r  t r o u b l e s ?  
d r i n k  t o  f o r g e t ?
d r i n k  t o  p u t  y o u  a t  e a s e  w i t h  p e o p le ?  
d r i n k  w h e n e v e r  y o u  h a v e  a  c h a n c e ?  
t h i n k  t h a t  d r i n k  h a s  c h a n g e d  yo u?  
d r i n k  a l o n e ?
l i k e  t o  b e  1 o r  2 d r i n k s  a h e a d  w i t h o u t  
o t h e r s  kn o w in g  i t ?  
f i n d  t h a t  o n c e  y o u  s t a r t  d r i n k i n g  you  
c a n ' t  s t o p ?
Have y ou  e v e r : -  d e c i d e d  t o  g i v e  u p  d r i n k  a l t o g e t h e r
( e v e n  i f  y o u  l a t e r  c h a n g e d  y o u r  m in d )?  
f e a r e d  t h a t  y o u  w e r e  b e c o m in g  d e p e n d e n t  
on a l c o h o l ?  
b e e n  a d v i s e d  t o  c u t  dovm on y o u r  d r i n k i n g ?  
b e e n  u n a b l e  t o  rem em ber a l l  t h a t  h a p p e n e d  
when d r i n k i n g ?  
n e e d e d  a  d r i n k  t o  f a c e  c e r t a i n  s i t u a t i o n s  
o r  p r o b le m s ?  
s p e n t  m ore t h a n  yo u  o u ^ t  to  on d r i n k ?  
g o t  d r u n k  i n  th e  d a y t im e ?  
c o n c e a l e d  t h e  am o un t y ou  w e re  d r i n k i n g  
from  someone c l o s e  t o  yo u?  
n e e d e d  a d r i n k  i n  th e  m o rn in g ?  
b e e n  l a t e  f o r  w o rk  b e c a u s e o f  d r i n k ?  
f e l t  asham ed  o f  y o u r  d r i n k i n g ?  
b e e n  t o l d  t h a t  yo u  d r i n k  t o o  much? 
f e l t  u n a b l e  t o  c o n t r o l  t h e  am ount you  w e re  
d r i n k i n g ?
woken u p  w i t h  y o u r  h a n d s  v e r y  s h a k y  a f t e r  
h e a v y  d r i n k i n g ?  
h a d  a  b l a c k o u t  ( l o s t  y o u r  memory w i t h o u t  
l o s i n g  c o n s c i o u s n e s s )  a f t e r  d r i n k i n g ?  
b e e n  d r u n k  f o r  s e v e r a l  d a y s  r u n n in g ?  
b e e n  v i o l e n t  a f t e r  d r i n k i n g ?  
f e l t  f r i g h t e n e d  w h i l s t  d r u p k ?  
b e e n  a r r e s t e d  f o r  d r u n k e n e s s ?  
s e e n  t h i n g s  w h ic h  you  r e a l i s e d  l a t e r  
w e re  im a g in e d ?  
h e a r d  t h i n g s  w h ich  y ou  r e a l i s e d  l a t e r  
w e re  im a g in e d ?
I s  d r i n k  a  p ro b le m  f o r  yo u?
Do c i r c u m s t a n c e s  f o r c e  yo u  t o  d r i n k  m ore  t h a n  you  o u g h t?
Does i t  b o t h e r  you  i f  t h e r e  i s  no  d r i n k  a v a i l a b l e ?
31.21
31 .78
47.32  
42 .86  
12 .10  
38.83  
57.10  
40 .06
59.34
68.99  
40.37
57.99
6 1 .4 3
32.71
41.48
47.98
28.82
5^.36
59 .34  
32.47  
61.40
57 . 76
68.93
45 .32
56 .39
38.57
30.17
18 .24  
15.22
14.62
18 .24
65.25
30 .26
44 . 76
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The v a l i d i t y  of th e  q u e s tio n n a ire  as a whole was a ls o  examined.
Each i t e m  was s c o r e d  on a  c o n t in u u m  o f  1 -4  p o i n t s ,  a  s c o r e  o f  1 
i n d i c a t i n g  t h a t  t h e  i t e m  w as  n e v e r  t r u e ,  an d  a  s c o r e  o f  4 i r y d i c a t i n g  
t h a t  t h e  i t e m  w as  f r e q u e n t l y  t r u e .  W here an i t e m  h a d  b e e n  o m i t t e d  no  
s c o r e  w as  g i v e n  f o r  t h a t  i t e m ,  b u t  a  t o t a l  was s t i l l  c o m p u te d .  I n  one 
c a s e  s i x  i t e m s  h a d  b e e n  o m i t t e d  and so  i t  was d e c i d e d  n o t  t o  i n c l u d e  
t h i s  s u b j e c t  i n  a n y  c a l c u l a t i o n s  i n v o l v i n g  t o t a l  s c o r e s .  A p a r t  f rom  t h i s ,  
i t e m s  w ere  m i s s e d  on s i x  q u e s t i o n n a i r e s ,  one from  t h e  a l c o h o l i c  u n i t ,  
two from  members o f  A . A . ,  a n d  t h r e e  f ro m  c o n t r o l  s u b j e c t s .  R e s p o n s e s  
t o  two i t e m s  w e re  o m i t t e d  f ro m  one o f  th e  A.A. q u e s t i o n n a i r e s ,  b u t  i n  
a l l  o t h e r  c a s e s  o n ly  one i t e m  w as  m i s s e d .  I t  was d e c i d e d  t h e r e f o r e  
t h a t  i n c l u d i n g  t h e s e  s c o r e s  w o u ld  n o t  i n t r o d u c e  a  s e r i o u s  b i a s .
F i g u r e  1 i l l u s t r a t e s  th e  t d a l  s c o r e s  o b t a i n e d .  S c o r e s  o b t a i n e d  
b y  s u b j e c t s  i n  t h e  a l c o h o l i c  a n d  c o n t r o l  g ro u p s  d id  n o t  o v e r l a p  a t  a l l .
The s c o r e s  o f  t h e  " a l c o h o l i c "  c o n t r o l s ,  h o w e v e r ,  o v e r l a p p e d  w i th  t h o s e  
o b t a i n e d  b o t h  b y  th e  c o n t r o l  and by  th e  a l c o h o l i c  g r o u p s .
T a b l e  9 M eans and  s t a n d a r d  d e v i a t i o n s  o f  t o t a l  s c o r e s  b y  g r o u p .
Group F Mean S .D .
A l c o h o l i c  U n i t  P a t i e n t s 24 102.54 12.50
E x - p a t i e n t s  and  o t h e r  
a l c o h o l i c s  i n  h o s p i t a l 8 110.50 12.51
Members o f  A .A. 1 6  ' 111.94 9 .49
A l l  a l c o h o l i c s 48 : 107.02 1 2 .2 2
C o n t r o l s 32 39 .56 5 .49
" A l c o h o l i c "  c o n t r o l s 11 63.09 13.08
The s i g n i f i c a n c e  o f  d i f f e r e n c e s  found b e tw ee n  t h e s e  g r o u p s  w i l l  b e  
exam ined  i n  m ore  d e t a i l  l a t e r .
As a  f u r t h e r  t e s t  o f  v a l i d i t y  c o r r e l a t i o n s  w e re  o b t a i n e d  b e tw e e n  
t h e  d r i n k i n g  q u e s t i o n n a i r e  a n d  t h e  A lc a d d  T e s t .
or4iH O
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00
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T a b le  1 0 . C o r r e l a t i o n s  fo u n d  .‘b e tw ee n  t h e  d r i n k i n g  q u e s t i o n n a i r e  an d  
t h e  A lc a d d  T e s t .
......................... -
1-Z--------------
Mean • S.D. I n t e r c o r r e l a t i o n  
w i th  d r i n k i n g  . '' 
q u e s t i o n n a i r e
D r i n k i n g
Q u e s t i o n n a i r e 78.04 33.25
A lc a d d :  T o t a l 17.79 13.31 .92
A l c a d d : R e g u l a r i t y  
o f  d r i n k i n g 2 . 8 6 3 . 5 3 ' .88
P r e f e r e n c e  o f  
D r i n k i n g  o v e r  o thez  
a c t i v i t i e s 3.99 2 . 46 .57
C o n t r o l  over­
d r i n k i n g 5 . 28 5. 32 .93
R a t i o n a l i  z a t  i  on 
f o r  d r i n k i n g 6.48 5. 32 .86
E x c e s s i v e
e m o t i o n a l i t y 5 . 53 5.15 .90
A l l  i n t e r c o r r e l a t i o n s  w e re  s i g n i f i c a n t  beyond  th e  .0 0 0 1  l e v e l .
I n  i n t e r p r e t i n g  t h e  e x t e n t  o f  t h e s e  c o r r e l a t i o n s  i t  m u s t  b e  rem em bered  
t h a t  s i m i l a r i t i e s  i n  c o n t e n t  b e tw e e n  th e  two q u e s t i o n n a i r e s  w i l l  h a v e  
r e s u l t e d  i n  a  c e r t a i n  am ount o f  s p u r i o u s  c o r r e l a t i o n  ( s e e  a p p e n d i c e s  
1 and 2 f o r  c o n t e n t  o f  th e  q u e s t i o n n a i i - e s ) .
R e h . t io n s h i | ) s  b e tw e e n  t h e  d r i n k i n g  g u e s t i o n n a r e  and o t h e r  v a r i a b l e s
The r e l a t i o n s h i p  o f  q u e s t i o n n a i r e  s c o r e s  on v a r i o u s  o t h e r  d r i n k i n g  
i n d i c e s  w e re  ex am in ed  a s  f u r t h e r  e v i d e n c e  o f  th e  q u e s t i o n n a i r e s  v a l i d i t y .
F i r s t l y ,  l o o k i n g  a t  t h e  f r e q u e n c y  o f  d r i n k i n g  i n  t h e  p r e v i o u s  12 
m o n ths  t h e  f o l l o w i n g  d a t a  v/as o b t a i n e d .
•a)
0
Ü
0 -7 9
D a i l y
I
\ - 6  X a  week
' 'r e q u e n c y  
1 -2  X week
r  ..............................-
l e s s  t h a n  
o nce  a  week
3 9 15 15
% 80+
E.-*
25 20 2 1
D = .6 5 1 8
p < .001
The K o lm o g o ro v -S m irn o v  t e s t  showed t h a t  t h e  d i s t r i b u t i o n s  o f  h i g h  a n d
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T a b le  11 D i f f e r e n c e s  fo u n d  i n  t h e  r e s p o n s e s  o f  m a le s  an d  f e m a l e s ,  
an d  i n  t h e  r e s p o n s e s  o f  s o c i a l  c l a s s  g r o u p i n g s  t o  e a c h  
i t e m .
I t e m s
B e tw e en  s e x  
d i f f e r e n c e s  
C h i - s q u a r e  
Value*
B etw een  c l  
d i f f e r e n c e  
C h i - s q u a r e  
V a lu e
Do y o u : -  l i k e  t o  d r i n k  a l c o h o l  e v e r y  d ay ? 0 . 9 4 2 .6 8
d r i n k  b e c a u s e  o f  l o n e l i n e s s ? 0 . 3 3 2 .2 2
d r i n k  t o  e s c a p e  f ro m  y o u r  t r o u b l e s ? 0 . 5 7 4.42
. d r i n k  t o  f o r g e t ?  _ 0 . 7 1 2.85
d r i n k  t o  p u t  y ou  a t  e a s e  w i t h  p e o p l e ? 0 .0 1 2.18
d r i n k  w h e n e v e r  you  h a v e  a  c h a n c e ? 3 .8 5 * 1.94
t h i n k  t h a t  d r i n k  h a s  c h a n g e d  y ou ? 3 .0 0 3.40
d r i n k  a l o n e ? 1 .2 3 4.86
l i k e  t o  b e  1 o r  2 d r i n k s  a h e a d  w i t h o u t
o t h e r s  k n o v in g  i t ? 0 .7 2 1.78
f i n d  t h a t  o n ce  yo u  s t a r t  d r i n k i n g  you
c a n ' t  s t o p ? 1 .1 7 4.03
Have you
e v e r : -  d e c i d e d  t o  g i v e  u p  d r i n k  a l t o g e t h e r
( e v e n  i f  you  l a t e r  ch a n g e d  y o u r  m in d )? 0 . 2 4 0.77
f e a r e d  t h a t  you  w e re  b eco m in g  d e p e n d e n t
on a l c o h o l ? 0 .8 4 5.45
b e e n  a d v i s e d  t o  c u t  down on y o u r  d r i n k i n g ? 2 .5 9 4.69
b e e n  u n a b l e  t o  rem em ber a l l  t h a t  h a p p e n e d
when d r i n k i n g ? 2 .7 9 3.25
n e e d e d  a  d r i n k  t o  f a c e  c e r t a i n  s i t u a t i o n s
o r  p r o b le m s ? 0 . 3 9 2.50
s p e n t  m ore t h a n  you  o u g h t  t o  on d r i n k ? 4 .8 8 * 1 .6 2
g o t  d ru n k  i n  t h e  d a y t im e ? 1.80 3.98
c o n c e a l e d  t h e  amount you  w e re  d r i n k i n g
from  someone c l o s e  t o  yo u? 0 . 6 8 0 .75
n e e d e d  a d r i n k  in  t h e  m o rn in g ? 1 .2 7 1.89
b e e n  l a t e  f o r  w ork  b e c a u s e  o f  d r i n k ? 4 .2 9 * 2 .53
f e l t  asham ed  o f  y o u r  d r i n k i n g ? 0 . 3 1 3.88
b e e n  t o l d  t h a t  you  d r i n k  t o o  much? 5 . 4 9 * 5.18
f e l t  u n a b l e  t o  c o n t r o l  t h e  am ount you  w ere
d r i n k i n g ? 0 . 5 3 3.85
woken u p  w i t h  y o u r  h a n d s  v e r y  sfdiy a f t e r
h e a v y  d r i n k i n g ? 3 .5 3 6 . 60*
h a d  a  b l a c k o u t  ( l o s t  y o u r  memory w i t h o u t
l o s i n g  c o n s c i o u s n e s s )  a f t e r  d r i n k i n g ? 2 .38 4.15
b e e n  d r a n k  f o r  s e v e r a l  d a y s  r u n n in g ? 1.61 9 . 63**
b e e n  v i o l e n t  a f t e r  d r i n k i n g ? 3 .0 8 3.77
f e l t  f r i g h t e n e d  w h i l s t  d r u n k ? 2 .7 9 2.08
b e e n  a r r e s t e d  f o r  d r u n k e n e s s ? 3 .35 7 . 37*
s e e n  t h i n g s  w hich  yo u  r e a l i s e d  l a t e r
w ere  im a g in e d ? 0 .4 1 1 .6 8
h e a r d  t h i n g s  w h ich  you r e a l i s e d  l a t e r
w ere  im a g in e d ? 0 .7 9 0 .5 2
I s  d r i n k  a  p ro b le m  f o r  you? 2 .32 2 .5 6
Do c i r c u m s t a n c e s  f o r c e  you  t o  d r i n k  m ore t h a n  you
o u g h t? 5 . 78* 4. 46
Does i t  b o t h e r  you  i f  t h e r e  i s  no  d r i n k  a v a i l a b l e ? 0 .5 3 1.8/1
* p<.05 
** p ^ .O l
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low  s c o r e r s  on t h e  q u e s t i o n n a i r e  w e re  s i g n i f i c a n t l y  d i f f e r e n t ,  p ( , 0 0 1  
F i g u r e  2 shows t h e  q u a n t i t y  f r e q u e n c y  c a t e g o r i e s  a s s o c i a t e d  w i t h  
d r i n k i n g  s c o r e s .  T h i s  w as b r o k e n  down i n t o  a  3 x  2 t a b l e ,  and  th e  
K o lm o g o ro v -S m irn o v  t e s t  w as u s e d  t o  e v a l u a t e  t h e  d i f f e r e n c e  / i n  d i s t r i b u t i o i
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The r e l a t i o n s h i p  b e tw e e n  s c o r e s  a n d  u s u a l  f r e q u e n c y  o f  d r i n k i n g  p e r  
week v/as ex am in ed  ( F i g u r e  3) and  t h e  s i g n i f i c a n c e  o f  d i f f e r e n c e s  t e s t e d .
Usu a l  nui 
- 0 —1
n b e r  o f  c 
2 - 4
.ays  a  we 
5 - 6
8k d r i n k i n g  
7
§  0-79 20 15 3 3
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iH
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^  D = .7536
( S  P f .O O l
F i n a l l y ,  q u a n t i t y  o f  a l c o h o l  t a k e n  i n  an a v e r a g e  w eek  w as c o n v e r t e d  
i n t o  g ram s o f  a b s o l u t e  a l c o h o l ,  and  a  S pearm an  r a n k  c o r r e l a t i o n  
c o e f f i c i e n t  w as c a l c u l a t e d  b e tw e e n  t h i s  and  t o t a l  s c o r e s  on t h e  
q u e s t i o n n a i r e .  The f o l l o w i n g  f o r m u la  was u s e d  b e c a u s e  c f  t h e  l a r g e  
num ber o f  t i e s  p r e s e n t :
T h i s  y ie ld ed  a  v a l u e  r ^  = .A I50 w h ic h  was s u b s t i t u t e d  i n t o  t h e  f o r m u l a :
= r
1 - r
K-2 
2
= 21.1537  d f  = 87
The r e l a t i o n s h i p  b e tw e e n  t h e  q u a n t i t y  p e r  week g i v e n  b y  s u b j e c t s  an d  
t h e i r  s c o r e s  on t h e  d r i n k i n g  q u e s t i o n n a i r e  i s  t h e r e f o r e  h i g h l y
Figure 2 The r e la t io n s h ip  between sco res on the Drlnxing Q uestionnaire  
and Q uantity-Frequency C a teg o r ies ,
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Figure 3 R e la tio n sh ip  between sco res on the Drinking Q uestionnaire  
and the number o f  days a week th a t su b jec ts  u su a lly  d rin k ,
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s i g n i f i c a n t .  (p< »0005 , one t a i l e d ) .
The ab o v e  r e s u l t s  s u g g e s t  t h a t  t h e  a p p r o a c h  u s e d  t o  m e a s u re
I
drinking problems in  th is  study could lead to  the development of a 
V alid and r e lia b le  sca le  o f a lcohol dependence.
Sex  d ifferen ces  - ^
The q u e s t i o n n a i r e  r e s p o n s e s  w e re  ex am in ed  t o  d e t e r m i n e  w h e th e r  
a n y  s i g n i f i c a n t  s e x  d i f f e r e n c e s  w e re  p r e s e n t .  Each i te o i  was a n a l y s e d  
u s i n g  t h e  c h i - s q u a r e  t e s t .  A g a in  r e s p o n s e s  w e r e  co d ed  a c c o r d i n g  t o  
w h e th e r  t h e  q u e s t i o n  w as " e v e r "  o r  " n e v e r "  t r u e ,  t o  m ee t th e  c h i - s q u a r e  
c r i t e r i o n  o f  e x p e c t e d  f r e q u e n c i e s .  The r e s u l t s  o b t a i n e d  a r e  l i s t e d  
on T a b le  11.
I n  a l l  c a s e s  w h e re  s i g n i f i c a n t  d i f f e r e n c e s  w e re  f o u n d ,  women w ere  
l e s s  l i k e l y  t o  h a v e  c o n s i d e r e d  t h a t  t h e  i t e m  a p p l i e d  t o  th e m .  I n  
p a r t i c u l a r ,  women w e re  l e s s  l i k e l y  t o  h a v e  b e e n  t o l d  t h a t  t h e y  d r i n k  
t o o  much ( a l t h o u g h  n o t  l e s s  l i k e l y  t o  h a v e  b e e n  a d v i s e d  t o  c u t  down on 
t h e i r  d r i n k i n g )  an d  l e s s  l i k e l y  t o  c o n s i d e r  t h a t  " c i r c u m s t a n c e s "  f o r c e  
them  t o  d r i n k  m ore  t h a n  t h e y  o u g h t .  ( p < .0 2  i n  b o t h  c a s e s ) .  No 
s i g n i f i c a n t  d i f f e r e n c e s  w e re  fo u n d  on i t e m s  a s k i n g  a b o u t  t h e  
p h y s i o l o g i c a l  c o n s e q u e n c e s  o f  a l c o h o l  d e p e n d e n c e .
D i f f e r e n c e s  i n  t o t a l  s c o r e s  w e re  a l s o  e x am in ed :
T a b le  12 Means an d  s ta n ia r d  d e v i a t i o n s  o f  t o t a l  s c o r e s  o b t a i n e d  
b y  m a le s  an d  f e m a l e s .
N Mean S.D .
M ale 55 8 2 .6 6 3 3 .0 2
F em ale ,35 7 1 .2 9 3 3 .2 9
T o t a l 90 7 8 .2 3 3 4 .4 1
The M ann-vH iitney U T e s t  w as u s e d  t o  d e t e r m i n e  w h e th e r  t h e  d i s t r i b u t i o n s  
o f  s c o r e s  o b t a i n e d  b y  m a le s  and  f e m a le s  w e re  s i g n i f i c a n t l y  d i f f e r e n t .
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Tlie v a l u e  o f  z o b t a i n e d  v/as 1 .5 3 2 2  w h i c h ’/as n o t  s i g n i f i c a n t  ( p < .0 6 )
C l a s s  d i f f e r e n c e s
The C h i - s q u a r e  t e s t  w as a l s o  u s e d  t o  l o o k  a t  a n y  c l a s s , d i f f e r e n c e s  6 b 
i n  r e s p o n s e  t o  i t e m s .  C l a s s e s  1 and 2 an d  c l a s s e s  4- 5  w e re
c o m b in e d ,  and  r e s p o n s e s  t o  i t e m s  w e re  a g a i n  d i v i d e d  a c c o r d i n g  t o  
w h e th e r  t h e y  " e v e r "  o r  " n e v e r "  a p p l i e d .  The r e s u l t s  o f  t h i s  a n a l y s i s  
a p p e a r  on t a b l e  1 1 .  The m o s t  s i g n i f i c a n t  d i f f e r e n c e  f o u n d  r e l a t e d  
t o  t h e  e x p e r i e n c e  o f  d r i n k i n g  b o u t s ,  p r o f e s s i o n a l  p e o p l e  b e i n g  l e s s  
l i k e l y  t o  show t h i s  p a t t e r n  o f  d r i n k i n g  ( T a b l e  I 3 )
T a b l e  13 R e s p o n s e s  t o  t h e  I te m "H a v e  you  e v e r  b e e n  d r u n k  f o r  
s e v e r a l  d a y s  r u n n i n g ? "  b y  c l a s s
1
S o c i a l  C la 
2
s s
3 4 5
No. 11 19 21 2 1
N ev e r
i ( 9 1 - 7 ) ( 63 . 3) ( 5 8 . 3 ) ( 2 5 . 0 ) ( 20 . 0 )
Ko. 0 3 4 0 1
R a r e l y
i ( 0 ) ( 1 0 .0 ) ( 1 1 . 1 ) ( 0 ) ( 2 0 . 0 )
No. 00 0 0 2 1
O c c a s i o n a l l y
( 0 ) ( 0 ) ( 1 6 . 7 ) ( 2 5 . 0 ) ( 2 0 . 0 )
No. 1 8 5 4 2
F r e q u e n t l y
( C .3 ) ( 2 6 . 7 ) ( 1 3 . 9 ) ( 5 0 . 0 ) ( 4 0 . 0 )
p<.01
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O th e r  i t e m s  on w h ich  s i g n i f i c a n t  c l a s s  d i f f e r e n c e s  w e re  fo u n d  a p p e a r  
helovv :
T a b le  14 R e s p o n s e s  t o  t h e  I t e m  "Have you  e v e r  b e e n  a r r e s t e d  
f o r  d r u n k e n e s s ? "  b y  c l a s s
S o c i a l  C l a s s  '
1 2 3 4 5
No. 12 24 29 4 2
N ev er
( i r O .O ) ( 7 7 . 4 ) ( f C . 6) ( 5 0 . 0 ) ( 4 0 . 0 )
No. 0 5 4 3 1
R a r e l y
( 0 ) ( 1 6 . 1) ( 11 . 1) ( 37 . 5 ) ( 2 0 . 0 )
No. 0 1 2 0 1
O c c a s i o n a l l y
ri
/- ( 0 ) ( 3 . 2 ) ( 5 . 5) ( 0 ) ( 2 0 . 0 )
N 0 . 0 1 1 1 1
Freqiie i:  t l y
( 0 ) ( 3 . 2 ) ( 2 . 8 ) ( 12 . 5 ) ( 2 0 . 0 )
P< .05
T a b le  13 R e s p o n s e s  t o  t h e  I t e m  "Have you e v e r  woken u p  w i t h  y o u r \  
h a n d s  v e i y  s h a k y  a f t e r  h e a v y  d r i n k i n g ? "  b y  c l a s s .
So c i a l  C l a s s
1 2 3 4 5
No. 9 15 16 1 1
N ev er
( 7 5 . 0 ) ( 4 8 . 4) ( 4 4 . 4) ( 12 . 5 ) ( 2 0 . 0 )
No. 0 1 5 1 1
R a r e l y
( 0 ) ( 3 . 2 ) ( 1 3 . 9 ) ( 1 2 . 3 ) ( 2 0 . 0 )
No. 1 8 5 1 1
O c c a s i o n a l l y
rif
( 8 . 3) ( 2 5 . 8 ) ( 1 3 . 9) ( 1 2 . 5 ) ( 2 0 . 0 )
No. 2 10 5 2
F r e q u e n t l y
/■ ( 1 6 . 7 ) ( 2 2 . 6 ) ( 2 7 . 8 ) ( 6 2 . 5 ) ( 4 0 . 0 )
P(.05
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D i f f e r e n c e s  fo u n d  i n  th e  d i s t r i b u t i o n s  o f  t o t a l  s c o re s  b e tw e e n  g ro u p s
The M a n n -W h itn e y  U T e s t  w as u s e d  t o  a n a ly s e  d i f f e r e n c e s  i n  th e  
d i s t r i b u t i o n s  o f  t o t a l  s c o re s  fo u n d  b e tw e e n  g ro u p s .
Of p a r t i c u l a r  i n t e r e s t  w as t h e  c o m p a r i s o n  b e tw e e n  t h e  c o n t r o l  g ro u p  
an d  " a lc o h o l i c "  c o n t r o l s .  A z v a l u e  o f  4*78 was o b t a i n e d ,  y i e l d i n g  a  
p r o b a b i l i t y  o f  l e s s  t h a n  .0 0 0 1  t h a t  t h i s  r e s u l t  c o u l d  h a v e  o c c u r r e d  b y  
c h a n c e .  From F i g u r e  1 i t  c a n  b e  s e e n  t h a t  t h e  d i f f e r e n c e  i n  t h e  
d i s t r i b u t i o n  o f  s c o r e s  b y  a l c o h o l i c s  and  " a l c o h o l i c "  c o n t r o l s  i s  a l s o  
s i g n i f i c a n t .  T h e r e f o r e  t h e  s e p a r a t i o n  o f  " a l c o h o l i c "  c o n t r o l s  f rom  
t h e  c o n t r o l  g ro u p  seem s j u s t i f i e d .  The F i s K e r  e x a c t  p r o b a b i l i t y  t e s t  
was u s e d  t o  l o o k  a t  d i f f e r e n c e s  i n  t h e  r e s p o n s e s  t o  i t e m s .  V/here 
a p p l i c a b l e  a p p r o x i m a te  p r o b a b i l i t i e s  w e re  d e t a i n e d  from  t h e  t a b l e s  
c o m p i le d  b y  F in n e y  e t  a l .  ( I 963 ) and  i n  a l l  o t h e r  c a s e s  p r o b a b i l i t i e s  
w e re  c a l c u l a t e d  u s i n g  t h e  f o l l o w i n g  f o r m u l a :
p  _ (A -hB)!(C +D )!(A+C )!CB-f-D )!
N !A !B !C !D !
The r e s u l t i n g  p r o b a b i l i t i e s  a p p e a r  on T a b le  I 4 . I t  c a n  b e  s e e n  t h a t  
t h e  " a l c o h o l i c "  c o n t r o l s  r e s p o n d e d  d i f f e r e n t l y  t o  b o t h  o t h e r  g r o u p s  on 
m o s t  i t e m s .  T h a t  i s  t h e y  h a d  g r e a t e r  e x p e r i e n c e  o f  i t e m s  t h a n  t h e  
c o n t r o l  g r o u p  and  l e s s  t h a n  t h e  a l c o h o l i c  g r o u p .  The w r i t e r s  i n t e r ­
p r e t a t i o n s  o f  some o f  t h e s e  d i f f e r e n c e s  w i l l  b e  d i s c u s s e d  i n  m ore  
d e t a i l  l a t e r .
D i f f e r e n c e s  b e tw e e n  AA mem bers  and  o t h e r  a l c o h o l i c s  w e r e  ex am in ed  
u s i n g  t h e  M ann-W hitney  U t e s t .  A z v a l u e  o f  1 .7 3 9 9  w a s o b t a i n e d  
y i e l d i n g  a  p r o b a b i l i t y  o f  O.O4 . T h i s  r e f l e c t e d  a  t e n d e n c y  f o r  A A  
members t o  s c o r e  h i g h e r  t h a n  o t h e r  a l c o h o l i c s  on t h e  q u e s t i o n n a i r e .
No s i g n i f i c a n t  d i f f e r e n c e  was fo u n d  b e tw e e n  th e  a l c o h o l i c  u n i t  
p a t ie n t s  and  a lc o h o l i c s  i n  o t h e r  w a r d s / o f  th e  h o s p i t a l .
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T a b le  16 D i f f e r e n c e s  fo u n d  i n  t h e  r e s p o n s e s  o f  " a l c o h o l i c "  c o n t r o l s  
an d  c o n t r o l  and a l c o h o l i c  s u b j e c t s  t o  e a c h  i t e m  u s i n g  t h e  
F i s h e r  T e s t .
!  . . . . . . . . . . .  ■  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . " a l c o h o l i c " a lc o h o l i c
i I te m s c o n t r o l s  v s v s  " a le o h
i! c o n t r o l s c o n t r o l s
Do y o u : -  l i k e  to  d r i n k  a lc o h o l  e v e ry  d ay? * * NS
d r i n k  b e c a u s e  o f  lo n e l in e s s ? *
d r i n k  t o  e s c a p e  fro m  y o u r  t r o u b le s ? * * *
. d r i n k  t o  f o r g e t ? NS * *
d r i n k  t o  p u t  y o u  a t  e ase  w i t h  p e o p le ? NS NS
d r i n k  w h e n e v e r  y o u  h a v e  a c h a n ce ? * * *
t h i n k  t h a t  d r i n k  h a s  ch a n g e d  y o u ? * * *
d r i n k  a lo n e ? * * *
l i k e  t o  b e  1 o r  2 d r in k s  ahead  v / i t h o u t
o th e r  k n o w in g  i t ? * *
f i n d  t h a t  once  y o u  s t a r t  d r i n k i n g  yo u
c a n ' t  s to p ? * - K - * *
Have y o u
e v e r : -  d e c id e d  t o  g iv e  u p  d r i n k  a l t o g e t h e r
(e v e n  i f  y o u  l a t e r  ch a n g e d  y o u r  i j in d ) ? NS * *
fe a r e d  t h a t  y o u  w e re  b e c o m in g  d e p e n d e n t
on a lc o h o l? * * *
b e e n  a d v is e d  t o  c u t  dow n on y o u r  d r in k in g ? * * ¥ r ¥ r
b e e n  u n a b le  t o  rem em ber a l l  t h a t  h a p pe ne d
when d r in k in g ? * * NS
n ee de d  a d r i n k  t o  fa c e  c e r t a i n  s i t u a t i o n s
o r  p ro b le m s ? * * *
s p e n t  m ore  th a n  yo u  o u g h t to  on d r in k ? * * NS
g o t  d ru n k  i n  th e  d a y t im e ? * NS
c o n c e a le d  th e  a m o un t y o u  w e re  d r i n l  in g
fro m  someone c lo s e  t o  yo u? * * *
n e e d e d  a. d r i n k  i n  th e  m o rn in g ? * * * *
b ee n  l a t e  f o r  w o rk  b e c a u s e  o f  d r in k ? * * NS
f e l t  asham ed o f  y o u r  d r in k in g ? NS
b e e n  t o l d  t h a t  y o u  d r i n k  to o  m uch? * * NS
f e l t  u n a b le  t o  c o n t r o l  th e  am oun t yo u  w e re
d r in k in g ? * * * *
w oken  u p  w i t h  y o u r  h a n d s  v e r y  s h a k y  a f t e r  ■
h e a v y  d r in k in g ? NS * *
h a d  a b la c k o u t  ( l o s t  y o u r  mem ory w i t h o u t
lo s in g  c o n s c io u s n e s s )  a f t e r  d r in k in g ? ¥ r ¥ : * *
b e e n  d ru n k  f o r  s e v e r a l  d a y s  r u n n in g ?  j NS * *
b e e n  v i o l e n t  a f t e r  d r in k in g ? * * NS
f e l t  f r i g h t e n e d  w h i l s t  d ru n k ?  1 NS * *
b e e n  a r r e s t e d  f o r  d ru n k e n e s s ? NS *
se e n  t h in g s  w h ic h  y o u  r e a l i s e d  l a t e r  I
w e re  im a g in e d ? NS *
h e a rd  t h in g s  w h ic h  y o u  r e a l i s e d  l a t e r
w e re  im a g in e d ? NS *
I s  d r i n k  a p ro b le m  f o r  yo u? !  * *
Do c ir c u m s ta n c e s  f o r c e  y o u  to  d r i n k  m ore  th a n  you  ,
o u g h t?  : * * NS
Does i t  b o th e r  y o u  i f  t h e r e  i s  n o  d r i n k  a v a i la b le ?  ; !  NS
N .S .  N o t 
* pV.05
** p ( . 0 1
s i g n i f i c a n t
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DISCUSSION OF RESUITS 
The aim  o f  th e  p r e s e n t  s tu d y  w as t o  i n v e s t i g a t e  t h e  p o s s i b i l i t y  
o f  c o n s t r u c t i n g  a  u n id im e n s io n a l  s c a l e  o f  a l c o h o l  d e p e n d e n c e . F a c t o r  
a n a l y s i s  o f  t h e  t h i r t y  f o u r  i t e m s  a p p e a re d  to  c o n f i rm  t h e ' f e a s i b i l i t y  
o f  a t t e m p t i n g  to  q u a n t i f y  d e p e n d e n c e  b y  m eans o f  a  q u e s t i o n n a i r e .
One m a jo r  f a c t o r  w as i d e n t i f i e d ,  a c c o u n t in g  f o r  86^  o f  th e  v a r i a n c e  
a t t r i b u t a b l e  t o  th e  f o u r  common f a c t o r s .  I t e m - i te m  c o r r e l a t i o n s  
w ere  s a t i s f a c t o r y  i n  a l l  c a s e s ,  i t e m s  w ith  i n t e r c o r r e l a t i o n s  o f  .9  o r  
m ore b e in g  a s  f o l l o w s :
1 . H ave you  e v e r  f e l t  asham ed  o f  y o u r  d r in k i n g ?
H ave y o u  e v e r  f e l t  u n a b l e  t o  c o n t r o l  th e  am ount y o u  w e re
d r in k i n g ?
2 . Do y o u  f i n d  t h a t  o n c e  you  s t a r t  d r i n k i n g  y o u  c a n ' t  s to p ?
Have y o u  e v e r  f e l t  u n a b le  t o  c o n t r o l  t h e  am ount y o u  w e re  
d r in k i n g ?
3 . H ave you  e v e r  b e e n  a d v i s e d  t o  c u t  down on y o u r  d r in k i n g ?
H ave y o u  e v e r  b e e n  t o l d  t h a t  you d r i n k  to o  much?
4 .  H ave y o u  e v e r  f e l t  asham ed  o f  y o u r  d r in k i n g ?
I s  d r i n k  a  p ro b le m  f o r  you?
The s i m i l a r i t y  i n  c o n t e n t  o f  p a i r s  2 and  3 ab o v e  s u g g e s te d  t h e  
p o s s i b i l i t y  o f  o m i t t i n g  one ite m  i n  e a c h  c a s e  w i th o u t  a f f e c t i n g  t h e  
q u e s t i o n n a i r e s  v a l i d i t y  o r  r a n g e  o f  c o n t e n t .
C om m unality  ( t h e  p r o p o r t i o n  o f  common f a c t o r  v a r i a n c e  i n  th e  s c o r e s )  
was h ig h  f o r  m o s t i t e m s ,  d e m o n s t r a t in g  th e  h o m o g e n e ity  o f  t h e  t e s t ,  
o n ly  a  s m a l l  p e r c e n ta g e  o f  th e  t o t a l  v a r i a n c e  b e in g  a t t r i b u t a b l e  to  
s p e c i f i c  and  e r r o r  v a r i a n c e .  The i te m s  "H ave y o u  e v e r  f e l t  f r i g h t e n e d  
w h i l s t  d ru n k ? "  and "H ave y o u  e v e r  been  a r r e s t e d  f o r  d r u n k e n e s s ? "  h a d  
th e  lo w e s t  v a l u e s ,  a l th o u g h  in  n e i t h e r  c a s e  w as c o m m u n a li ty  so  low  a s  
to  j u s t i f y  t h e i r  e l i m i n a t i o n  from  th e  q u e s t i o n n a i r e .  The i t e m - t o t a l
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c o r r e l a t i o n  f o r  th e  l a t t e r  i t e m  w as a l s o  th e  lo w e s t  o b t a in e d .  I t  i s  
i n t e r e s t i n g  t h a t  w hen th e  q u e s t i o n n a i r e  w as u s e d  w i th  a  p r i s o n  sam p le  
th e  i te m  on a r r e s t s  w as one o f  th e  s c a l a b l e  i t e m s .  The c h an g e  i n  
w o rd in g  f r a n  "H ave y o u  e v e r  b e e n  a r r e s t e d  w h i l s t  d ru n k ? "  t o  "H ave you  
e v e r  b e e n  a r r e s t e d  f o r  d ru n k e n e s s ? "  may h a v e  c o n t r i b u t e d  t o  th e  
d i f f e r e n c e  fo u n d  b e tw e e n  th e  two s t u d i e s .  I n  a d d i t i o n ,  th e  l i k e l i h o o d  
o f  b e in g  a r r e s t e d  f o r  d r u n k e n e s s  may p e r h a p s  d ep en d  on o t h e r  f a c t o r s ,  
su c h  a s  s e x  a n d  c l a s s ,  a n d  th e ;’ i n f l u e n c e  o f  t h e  l a t t e r  w i l l  b e  
d i s c u s s e d  i n  m ore d e t a i l  l a t e r .
The r e l i a b i l i t y  o f  th e  q u e s t i o n n a i r e  i n  te rm s  o f  i n t e r n a l  
c o n s i s t e n c y  w as h i g h .  H ow ever t e s t - r e t e s t  d a t a  w ou ld  b e  n e c e s s a r y  t o  
e v a l u a t e  t h e  r e l i a b i l i t y  o f  s c o r e s  o v e r  t i m e .
V a l i d i t y  m e a s u re s  to o  w e re  s a t i s f a c t o r y .  A l l  t h i r t y  f o u r  i t e m s  
d i s c r i m i n a t e d  s i g n i f i c a n t l y  b e tw e e n  a l c o h o l i c s  an d  c o n t r o l s .  I n  
a d d i t i o n ,  s i g n i f i c a n t  i n t e r c o r r e l a t i o n s  w e re  o b ta in e d  b e tw e e n  t o t a l  
s c o r e s  on t h e  d r i n k i n g  q u e s t i o n n a i r e  a n d  the A lc a d d  T e s t .  I n  
i n t e r p r e t i n g  t h i s ,  i t  i s  im p o r ta n t  t o  b e  a v a re  o f  th e  f a c t  t h a t  some 
s p u r io u s  c o r r e l a t i o n  w i l l  h a v e  a r i s e n  a s  a  r e s u l t  o f  th e  s i m i l a r i t i e s  
o f  c e r t a i n  i te m s  c o m p r is in g  t h e  q u e s t i o n n a i r e s .  F o r  i n s t a n c e ,  b o th  
a s k e d  a b o u t  th e  e x p e r i e n c e  o f  b l a c k o u t s  an d  m o rn in g  d r i n k i n g ,  c o n t r o l  
o v e r  d r i n k i n g ,  d r i n k i n g  t o  p u t  y o u  a t  e a s e  w i th  p e o p le  a n d  d r i n k i n g  
w h en ev e r t h e  o p p o r tu n i ty  a r i s e s .  F u r t h e r  e v id e n c e  o f  th e  
q u e s t i o n n a i r e ’ s  v a l i d i t y  w as s u g g e s te d  b y  th e  f a c t  t h a t  t o t a l  s c o r e s  
w ere  fo u n d  t o  b e  p r e d i c t i v e  o f  q u a n t i t y  and  f r e q u e n c y  m e a s u re s  o f  
d r i n k i n g .
A lth o u g h  no  s i g n i f i c a n t  s e x  d i f f e r e n c e  w as fo u n d  i n  th e  d i s t r i b u t i o n  
o f  t o t a l  s c o r e s  on th e  q u e s t i o n n a i r e ,  d i f f e r e n c e s  w e re  fo u n d  on th e  
f o l lo w in g  i t e m s :
"Do you  d r i n k  w h en ev e r y o u  h a v e  a c h a n c e ? "
"H ave you  e v e r  s p e n t  m ore  th a n  you  o u g h t t o  on d r in k ? "
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"H ave you  e v e r  b e e n  l a t e  f o r  w ork  b e c a u s e  o f  d r in k ? "
"H ave you  e v e r  b e e n  t o l d  t h a t  you  d r i n k  to o  m uch?"
"Do c i r c u m s ta n c e s  f o r c e  y o u  t o  d r i n k  m ore th a n  y o u  o u g h t? "
I n  a l l  t h e s e  c a s e s  women w ere  l e s s  l i k e l y  to  f e e l  t h a t  th e  i te m  a p p l i e d
t o  th e m . No d a t a  w as c o l l e c t e d  on w h e th e r  women w o rk ed  an d  so  i t  w as
n o t  p o s s i b l e  t o  a s s e s s  th e  e f f e c t  o f  t h i s  f a c t o r .  T he i te m  r e l a t i n g  
t o  b e in g  l a t e  f o r  w ork  d u e  to  d r i n k  may h a v e  b e e n  p a r t i c u l a r l y  a f f e c t e d .  
R e s p o n s e s  t o  t h i s  i te m  w o u ld  a l s o  b e  i n f l u e n c e d  b y  th e  ty p e  o f  w ork  an  
i n d i v i d u a l  d o e s .  F o r  i n s t a n c e ,  i f  s e l f  em ployed  o r  i f  w o rk in g  w i t h i n  
a  f l e x i b l e  t im e  s c a l e ,  a  s u b j e c t  may q u i t e  r i g h t l y  d e n y  b e in g  l a t e  f o r  
w ork b e c a u s e  o f  d r i n k  d e s p i t e  th e  f a c t  t h a t  d r i n k  d o e s  a f f e c t  h i s  w ork  
p a t t e r n .  F o r  t h e s e  r e a s o n s  i t  was c o n s id e r e d  t h a t  t h i s  i te m  s h o u ld  
b e  o m i t te d  from  t h e  q u e s t i o n n a i r e  i n  f u t u r e  s t u d i e s .
I t  i s  i n t e r e s t i n g  t h a t  no  d i f f e r e n c e  w as fo u n d  b e tw e e n  th e  r e s p o n s e s  
o f  m a le s  and  f e m a le s  on th e  ite m  "H ave you  e v e r  c o n c e a le d  th e  am ount you 
w ere  d r i n k i n g  from  som eone c l o s e  to  y o u ? " , a s  i t  i s  g e n e r a l l y  c o n s id e r e d  
t h a t  women m ore f r e q u e n t l y  show a p a t t e r n  o f  s e c r e t  d r i n k i n g .
C la s s  d i f f e r e n c e s  w e re  fo u n d  on th e  f o l l o w in g  i t e m s :
"H ave you  e v e r  b e e n  a r r e s t e d  f o r  d r u n k e n e s s ? "
"H ave you  e v e r  b e e n  d ru n k  f o r  s e v e r a l  d a y s  r u n n in g ? "
"H ave y o u  e v e r  w oken u p  w ith  y o u r  h a n d s  v e r y  s h a k y  a f t e r  h e a v y  
d r in k i n g ? "
A r r e s t  f o r  d r u n k e n e s s  a p p e a r  t o  b e  m ore common am ong s o c i a l  c l a s s e s  4 
and  5 * T h i s  a c c o r d s  w i th  f i n d i n g s  by  Hensm an e t  a l .  ( 1 9 6 6 ) ,  a n d  
s u g g e s t s  t h a t  t h i s  i te m  s h o u ld  b e  o m i t te d  i n  f u t u r e  s t u d i e s  o f  th e  
q u e s t i o n n a i r e ,  a s  th e  aim  i s  to  p ro d u c e  a  q u e s t i o n n a i r e  t h a t  w i l l  b e  
r e l a t i v e l y  u n a f f e c t e d  by  su c h  f a c t o r s  a s  c l a s s .  The r e s u l t s  a l s o  
s u g g e s te d  t h a t  p r o f e s s i o n a l  p e o p le  a r e  l e s s  l i k e l y  th a n  o t h e r s  t o  go 
on d r in k i n g  b o u t s .  T h e re  a r e  s e v e r a l  p o s s i b l e  e x p l a n a t i o n s  f o r  t h i s .
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I t  may b e  t h a t  t h e r e  a r e  m ore  s o c i a l  s a n c t i o n s  a g a i n s t  d r u n k e n e s s  i n  
th e  h i g h e r  s o c i a l  c l a s s e s ,  so  t h a t  a l c o h o l i c s  a r e  m ore l i k e l y  t o  show 
c o n t in u o u s  d r in k i n g  w i th  few  i n d i c a t i o n s  o f  o v e r t  i n t o x i c a t i o n .  
A l t e r n a t i v e l y  b o u t  d r i n k i n g  may r e f l e c t  a  g r e a t e r  n e e d  t o  .e s c a p e  from  
a n x i e t i e s  an d  g u i l t  a b o u t  d r i n k i n g ,  f o r  i t  h a s  b e e n  fo u n d  t h a t  a  g r e a t e r  
r a n g e  o f . c o m p l i c a t i o n s  o f  d r i n k i n g ,  e s p e c i a l l y  m a r i t a l  and  f i n a n c i a l  
p ro b le m s , a r e  l i k e l y  t o  b e  e x p e r ie n c e d  by  th o s e  i n  t h e  lo w e r  s o c i a l  
c l a s s e s .  R e s e a rc h  i s  n e e d e d  t o  c o n f i rm  th e  ab o v e  r e s u l t  b e f o r e  
e x p l o r in g  s p e c u l a t i o n s  o f  t h i s  t y p e .  The c l a s s  d i f f e r e n c e  fo u n d  i n  
th e  e x p e r i e n c e  o f  m o rn in g  s h a k e s  w as u n e x p e c te d  and  i s  n o t  s u p p o r te d  
b y  o t h e r  w o rk  i n  t h i s  a r e a  (H ensm an e t  a l . ,  I 9 6 6 ) .
F u r t h e r  i n t e r a c t i o n s  o f  s e x  a n d  c l a s s  c o u ld  h a v e  b e e n  e x a m in e d , 
b u t  t h e  s m a l l  sam p le  s i z e  r e n d e r s  many o f  th e  p o s s i b l e  s u b - g r o u p in g s  
s t a t i s t i c a l l y  m e a n in g le s s .
A lth o u g h  s e x  and  c l a s s  a r e  im p o r ta n t  d e t e r m in a n t s  o f  d r i n k i n g  
p a t t e r n s ,  many o t h e r  f a c t o r s ,  su ch  a s  c u l t u r e  and r e l i g i o n ,  a r e  in v o lv e d  
( J e l l i n e k ,  I 9 6 0 ) . I t  w as n o t  c o n s id e r e d  f e a s i b l e  t o  c o n t r o l  f o r  t h e s e  
s o u r c e s  o f  v a r i a t i o n  i n  th e  tim e  a v a i l a b l e  f o r  t h i s  s t u d y ,  b u t  i n  
f u t u r e  s t u d i e s  o f  t h e  q u e s t i o n n a i r e  t h e s e  f a c t o r s  s h o u ld  b e  
i n v e s t i g a t e d  t o  d e te r m in e  t h e  e f f e c t s  th e y  h a v e  on r e s p o n s e s .
D i f f e r e n c e s  fo u n d  i n  t h e  r e s p o n s e s  o f  th e  g ro u p s  s a m p le d  w ere  
ex a m in e d , an d  f u r t h e r  e v id e n c e  w as o b ta in e d  on th e  te n d e n c y  o f  A .A . 
m em bers to  s c o r e  h i g h e r  th a n  o t h e r  a l c o h o l i c s  on d r i n k i ç g  q u e s t i o n n a i r e s .  
T h e re  may b e  s e v e r a l  r e a s o n s  f o r  t h i s : -
1 . The d r i n k i n g  p a t t e r n s  o f  t h e  AA m em bers s a m p le s  may a c t u a l l y  h a v e  
b e e n  m ore d e v i a n t  th a n  t h o s e  o f  th e  h o s p i t a l i z e d  a l c o h o l i c s .
2 . AA m em bers may h a v e  a  m ore a c c u r a t e  memory o f  a b e r r a n t  h a b i t s  th a n  
th o s e  w hose e x c e s s iv e  d r i n k i n g  i s  c l o s e r  i n  t im e .
3 . AA m em bers may b e  m ore p r e p a r e d  to  a d m it t o  a b e r r a n t  b e h a v i o u r .
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4 * AA m em bers may te n d  t o  m a x im ize  t h e  d i f f i c u l t i e s  th e y  h a v e  overcom e 
w h ile  th o s e  c u r r e n t l y  u n d e rg o in g  h o s p i t a l  t r e a tm e n t  may te n d  t o  
m in im iz e  r e c e n t  p a t t e r n s  i n v o l v in g  s t r o n g  g u i l t  f e e l i n g ^ .
5 .  I d e n t i f i c a t i o n  w i th  o t h e r  AA m em bers e n c o u ra g e d  by  th e .  r e c o u n t in g  
o f  l i f e  s t o r i e s  i n  AA m e e t in g s ,  may make i t  m ore d i f f i c u l t  f o r  th e  
i n d i v i d u a l  to  rem em ber p r e c i s e l y  v h a t  w as and w h a t w as n o t 
e x p e r ie n c e d  p e r s o n a l l y .
No d a t a  w as o b ta in e d  on th e  l e n g th  o f  s o b r i e t y  o f  AA m em bers, a r d  
so  i t  w as n o t  p o s s i b l e  t o  d e te r m in e  th e  l i k e l i h o o d  t h a t  th e  r e s u l t s  w ere  
a f f e c t e d  by  f o r g e t t i n g  a n d / o r  i d e n t i f i c a t i o n .  I t  w as c o n s id e r e d  b y  th e  
w r i t e r  t h a t  th e  f i n d i n g  o f  d i f f e r e n t  r e s p o n s e  d i s t r i b u t i o n  b y  d i f f e r e n t  
g ro u p s  o f  a l c o h o l i c s  m e r i t s  an  i n v e s t i g a t i o n  o f  i t s  own, and t h a t  l i t t l e  
u s e f u l  i n f o r m a t io n  w ou ld  h a v e  b e e n  o b ta in e d  b y  a s k in g  q u e s t i o n s  r e l e v a n t  
to  t h i s  i n  th e  p r e s e n t  s t u d y .
D i f f e r e n c e s  fo u n d  i n  th e  r e s p o n s e s  o f  " a l c o h o l i c "  c o n t r o l s  a r e  o f  
p a r t i c u l a r  i n t e r e s t  b e c a u s e  o f  th e  c l u e s  th e y  m ig h t g iv e  a b o u t  t h e  
a b i l i t y  o f  th e  q u e s t i o n n a i r e  to  i d e n t i f y  th o s e  a l c o h o l i c s  who h a v e  n o t  
y e t  a d m it t e d  t o  d r in k i n g  p ro b le m s .  W h ile  i t  c a n n o t  b e  a ssu m ed  t h a t  a l l  
s u b j e c t s  i n  t h i s  g ro u p  w e re  o r  w i l l  e v e r  b e  a l c o h o l i c s ,  t h e  p a t t e r n  o f  
r e s p o n s e s  on s e v e r a l  i t e m s  a c c o r d e d  w i th  th o s e  o f  th e  a l c o h o l i c  g ro u p  
to  a  g r e a t e r  e x t e n t  th a n  t h o s e  o f  th e  c o n t r o l  g ro u p , " A lc o h o l ic "  
c o n t r o l s  a d m i t t e d  to  s p e n d in g  m ore th a n  th e y  o u ^ t  on d r i n k ,  b e in g  l a t e  
f o r  w ork  b e c a u s e  o f  d r i n k ,  b e in g  b o th e r e d  w hen no  d r i n k  i s  a v a i l a b l e ,  
b e in g  u n a b le  to  rem em ber a l l  t h a t  h a p p e n e d  w h i le  d r i n k i n g ,  b e in g  v i o l e n t  
a f t e r  d r i n k i n g ,  l i k i n g  t o  d r i n k  e v e ry  d a y , b e in g  f o r c e d  b y  c i r c u m s ta n c e s  
t o  d r i n k  m ore th a n  th e y  o u ^ t  a n d  b e in g  t o l d  by  o t h e r s  t h a t  t h e y  d r i n k  
to o  m uch. T h e r e f o r e ,  v a r i o u s  s o c i a l  a n d  econom ic c o n s e q u e n c e s  o f  
d r in k i n g  w ere  a d m i t t e d ,  w h e re a s  th e  m ore s e r i o u s  p h y s i c a l  s i d e  e f f e c t s  
w ere  l e s s  common. F u r t h e r  r e s e a r c h  i s  i n d i c a t e d  to  d e te r m in e  w h e th e r  
th o s e  a n s w e r in g  th e  q u e s t i o n n a i r e  i n  t h i s  way a r e  l i k e l y  t o  b e  a l c o h o l i c  
o r  p r e - a l c o h o l i c ,  o r  w h e th e r  t h e y  s im p ly  c o m p r is e  a  d i f f e r e n t  sam p le
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o f  " n o rm a l"  d r i n k e r s .
I n  sum m ary, t h e  r e s u l t s  o f  t h i s  s tu d y  s u p p o r te d  th e  f e a s i b i l i t y  o f  
d e v e lo p in g  a  q u a n t i t a t i v e  m e a s u re  o f  d r in k i n g  b e h a v io u r  c a p a b le  o f  
i d e n t i f y i n g  a l c o h o l i c s  and p e rh a p s  th o s e  a t  r i s k  b a s e d  on a  p r o g r e s s i v e  
c o n c e p t  o f  1h e  d e v e lo p m e n t o f  a l c o h o l i s m .  C e r t a i n  d i f f e r e n c e s  fo u n d  
b e tw e e n  s e x e s ,  s o c i a l  c l a s s e s  and  g r o u p s ,  w e re  d i s c u s s e d ,  t h o u ^  th e  r e l i a ­
b i l i t y  o f  some o f  th e s e  f i n d i n g s  i s  q u e s t i o n n a b l e .  W ith  th e  l a r g e  num ber 
o f  c o m p u ta t io n s  b a s e d  on th e  d a t a ,  c e r t a i n  o f  t h e s e  d i f f e r e n c e s  a r e  l i k e l y  
to  b e  due  t o  c h a n c e  ( i . e .  o f  r e s u l t s  w o u ld  b e  e x p e c te d  t o  r e a c h  a  5^  
l e v e l  o f  s i g n i f i c a n c e  d u e  t o  c h a n c e  f a c t o r s ) .
D i s c r im in a t i o n  b e tw e e n  s u b j e c t s  w as p o o r e s t  i n  th e  lo w e r  r a n g e  o f  
s c o r e s .  T h o se  c o n t r o l s  s c o r in g  ab o v e  t h e  c u t - o f f  p o in t  on th e  A lc a d d  
T e s t  a l s o ,  a s  a  g ro u p , show ed r a i s e d  s c o r e s  on th e  d r i n k i n g  q u e s t i o n n a i r e ,  
an d  t h e i r  i n d i v i d u a l  s c o r e s  o v e r la p p e d  b o th  w i th  th o s e  o f  th e  a l c o h o l i c  
an d  c o n t r o l  g r o u p s .  D i s c r im in a t i o n  b e tw e e n  a l c o h o l i c s  ap p e a re d , to  b e  
p o s s i b l e  a l th o u g h  th e  I m p l i c a t i o n s  o f  t h i s  w ould  h a v e  to  b e  c l a r i f i e d  by  
f u r t h e r  r e s e a r c h .  I t  may b e ,  f o r  i n s t a n c e ,  t h a t  t h o s e  v / i th  t h e  f e w e s t  
s^miptoms h a v e  th e  b e s t  p r o g n o s i s , th o u g h  th e  o p p o s i t e  h y p o th e s i s  c o u ld  
e q u a l l y  b e  t r u e .
The sam p le  s i z e s  in v o lv e d  w ere  to o  s m a l l  f o r  f i r m  c o n c l u s io n s  t o  b e  
a p p r o p r i a t e  o r  f o r  c u t - o f f  s c o r e s  to  b e  o b t a in e d .  D e s p i t e  t h e  h ig h  
i n t e r c o r r e l a t i o n s  o b ta in e d  b e tw e e n  t h e  d r i n k i n g  q u e s t i o n n a i r e  a n d  th e  
A lc a d d  T e s t ,  th e  w r i t e r  c o n s id e r s  t h a t  th e  fo rm e r  may p ro v e  to  h a v e  
c e r t a i n  a d v a n ta g e s  : i t  i s  s h o r t e r ,  i t  d id  n o t  c a u s e  s o  many p ro b le m s  i n  
a n s w e r in g  ( s e e  l a t e r  d i s c u s s i o n )  and  w ould  b e  b a s e d  on E n g l i s h  r a t h e r  th a n  
A m erican  n o rm s . T h e r e f o r e  i t  i s  f e l t  t h a t  f U r t h e r  r e s e a r c h  t o  a n s w e r  t h e  
q u e s t i o n s  r a i s e d  i n  th e  p r e s e n t  s tu d y  i s  m e r i t e d .
M e th o d o lo g ic a l  L i m i t a t i o n s
D r in k in g  Q u e s t io n n a i r e  On t h e  w ho le  th e  w o rd in g  o f  i t e m s  w as fo u n d  t o
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b e  s a t i s f a c t o r y ,  an d  s u b j e c t s  a s k e d  few  q u e s t i o n s  a b o u t t h e i r  
i n t e r p r e t a t i o n .  Some s u b j e c t s  fo u n d  d i f f i c u l t y  i n  d e c i d i n g  on th e  
a p p r o p r i a t e  r e s p o n s e  c a t e g o r y ,  e s p e c i a l l y  on th e  few  i te m s  w fiere a  
s im p le  "Y es-N o" r e s p o n s e  would, p ro b a b ly  h a v e  b e e n  m ore a p p r o p r i a t e  
( e . g .  "Do you  l i k e  to  d r i n k  a l c o h o l  e v e ry  d a y ? " ) .  I n  a d d i t i o n ,  when 
u s in g  q u a l i t a t i v e  r e s p o n s e  c a t e g o r i e s  t h e r e  i s  a lw a y s  th e  p ro b lem  t h a t  
i n d i v i d u a l s  may i n t e r p r e t  t h e  l a b e l s  d i f f e r e n t l y .  T h a t i s ,  w h a t one 
p e r s o n  c a l l s  " o c c a s i o n a l l y "  a n o t h e r  may c a l l  " f r e q u e n t l y " .  T h e re  h a s  
b e e n  v e r y  l i t t l e  w ork  done to  e s t a b l i s h  how w id e  th e  d i f f e r e n c e s  i n  
i n t e r p r e t a t i o n  o f  su c h  l a b e l s  a r e  and  how f a r  t h i s  a f f e c t s  s c o r e s .  I n  
th e  p r e s e n t  s tu d y  m a jo r  d i f f e r e n c e s  w e re  fo und  b e tw e e n  th e  " n e v e r "  and  
" e v e r "  e x p e r i e n c e  o f  i t e m s  a r g u in g  t h a t  a  "Y es-N o" c l a s s i f i c a t i o n  o f 
r e s p o n s e  w o u ld  b e  a d e q u a te .  H ov/ever, f o r  th e  r e a s o n s  o u t l i n e d  i n  th e  
m e th o d , f u r t h e r  i n v e s t i g a t i o n  o f  d i f f e r e n c e s  fo u n d  u s in g  tw o o r  f o u r  
r e s p o n s e  c a t e g o r i e s  w ould b e  u s e f u l .
A f u r t h e r  c r i t i c i s m  t h a t  a p p l i e s  to  a l l  q u e s t i o n n a i r e s  o f  t h i s  ty p e  
c o n c e rn s  th e  p ro b lem  o f  u n t r u e  r e s p o n s e s .  No a t te m p t  w as made t o  h id e  
t h e  p u rp o s e  o f  th e  q u e s t i o n n a i r e ,  cind s o  an yone  w is h in g  t o  " f a k e  good" 
w ould  p r o b a b ly  b e  a b l e  t o  do  s o .  Ev/ing an d  R ouse ( l 970) d i s c u s s e d  t h e  
p e r i s h a b i l i t y  o f  a l c o h o l i s m - r e l a t e d  q u e s t i o n s ,  r e f e r i n g  t o  th e  
p r o p e n s i t y  o f  a l c o h o l i c s  to  d i s c l a i m  e x p e r i e n c e s  th e y  know i n d i c a t e  
a l c o h o l i s m .  S e l z e r  and E h r l i c h  (1 9 6 7 ) i n s t r u c t e d  99 h o s p i t a l i z e d  
a l c o h o l i c s  to  l i e  a b o u t t h e i r  d r i n k i n g  p ro b le m s  a s  i f  t o  d e c e iv e  a n  
i n t e r v i e w e r .  T hey  fo u n d  t h a t  92^  o f  s u b j e c t s  s t i l l  d i s c l o s e d  s u f f i c i e n t  
in f o r m a t io n  f o r  them  to  b e  c l a s s i f i e c l  a s  a l c o h o l i c s .  H ow ever t h i s  was 
a v e r y  c o n t r i v e d  s i t u a t i o n  a n d  so  c an  o n ly  p a r t l y  a l l e v i a t e  a n x i e t i e s  
a b o u t  t h e  e a s e  o f  c o n c e a lm e n t .
The c o n s t r u c t i o n  o f  0 d r i n k - r e l a t e d  l i e  s c a l e  may b e  one way o f  
a t t e m p t in g  to  i d e n t i f y  th o s e  who a r e  c o n c e a l in g  a d r i n k i n g  p ro b le m .
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H ow e ve r l i e  s c a le s  h a v e  b e e n  h e a v i l y  c r i t i c i z e d  b e c a u s e  th e y  c a n  o n ly  
i d e n t i f y  th o s e  who m aybe " f a k i n g  g o o d "  and  n o t  th o s e  who e x a g g e ra te  
t h e i r  p a th o lo g y .  A ls o ,  l i e  s c a le s  a re  h e a v i l y  lo a d e d  on s o c ia l  
d e s i r a b i l i t y .  A s i m i l a r  a p p ro a c h  w o u ld  be  t o  in t r o d u c e  m o re  " in n o c u o u s "  
i t e m s ,  su ch  a s  "D o  y o u  f i n d  t h a t  a lc o h o l  h e lp s  t o  g e t  a p a r t y  g o in g ? "  o r  
"D o  yo u  e v e r  d r i n k  w in e  w i t h  m e a ls ? "  t o  e n a b le  th e  d e t e c t i o n  o f  s u b je c t s  
who re s p o n d  n e g a t i v e ly  t o  a l l  i te m s  f o r  f e a r  o f  b e in g  c l a s s i f i e d  as  
a l c o h o l i c s .  I n  a d d i t i o n  i te m s  a t  th e  o th e r  e x tre m e  o f  d r i n k i n g  p ro b le m s  
c o u ld  be  in t r o d u c e d ,  so t h a t  s u b je c t s  r e p ly i n g  p o s i t i v e ly  w o u ld  p r o b a b ly  
b e  e x a g g e r a t in g  t h e i r  s ym p to m s .
I n  th e  p re s e n t  s tu d y  th e  f a c t  t h a t  a p r o p o r t io n  o f  c o n t r o l  s u b je c t s  
a d m it te d  t o  c e r t a i n  p ro b le m s  w i t h  d r i n k in g  was to  some e x te n t  
e n c o u ra g in g ,  a l t h o u g h  th e  a s s u ra n c e  o f  a n o n y m ity  may h a v e  e n a b le d  
s u b je c t s  t o  b e  m o re  h o n e s t  th a n  th e y  w o u ld  w a n t to  be  i f  m e d ic a l l y  a s s e s s e d
A lth o u g h  i t  i s  g e n e r a l l y  a c c e p te d  b y  p e o p le  w o r k in g  i n  t h i s  f i e l d  t h a t
a lc o h o l ic s  o f t e n  d e n y  t h a t  t h e y  h a v e  a d r i n k in g  p ro b le m , r e s e a r c h  f i n d i n g s  
i n  t h i s  a re a  a p p e a r  t o  b e  v i r t u a l l y  n o n - e x is t a n t . The  e x t e n t  o f  d e n ia l ,  
re a s o n s  f o r  t h i s  and  i n f o r m a t io n  on w h e th e r  c e r t a i n  ty p e s  o f  sym ptom s 
a re  m ore  l i k e l y  t o  b e  d e n ie d  th a n  o th e r s  i s  l a c k i n g .  T h is  w o u ld  seem 
t o  be  an  a re a  i n  u r g e n t  n e e d  o f  r e s e a r c h  and  one t h a t  i s  p a r t i c u l a r l y  
r e le v a n t  t o  p ro b le m s  o f  p r e v e n t io n .
A n o th e r  p ro b le m  common to  q u e s t io n n a i r e s  i s  t h a t  o f  re s p o n s e  s e t ,  
o r  th e  te n d e n c y  t o  r e p l y  to  i te m s  i n  a p a r t i c u l a r  w ay t h a t  i s  t o  a 
c e r t a i n  e x te n t  in d e p e n d e n t o f  c o n t e n t .  I n  t h i s  q u e s t io n n a i r e ,  a l c o h o l i c s  
may h a ve  had a re s p o n s e  s e t  w h ic h  in c r e a s e d  th e  p r o b a b i l i t y  t h a t  th e y  
w o u ld  a d m it  t o  c e r t a i n  b e h a v io u r s ,  w h e re a s  c o n t r o l s  may h a v e  h a d  a
te n d e n c y  to  d e n y  th e  e x p e r ie n c e  o f  i t e m s .  B y i n c o r p o r a t i n g  b o th
p o s i t i v e l y  and n e g a t i v e ly  w o rd e d  i te m s  d e a l in g  w i t h  s i m i l a r  e x p e r ie n c e s ,  
some e s t im a te  o f  th e  e x te n t  o f  re s p o n s e  s e ts  may be  p o s s ib le .  H o w e ve r
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i n  th e  d r i n k i n g  q u e s t i o n n a i r e  n o  a t t e m p t  w as m ade t o  v a r y  th e  d i r e c t i o n  
o f  r e s p o n s e s  i n d i c a t i n g  d e p e n d e n c e  a s  t h i s  w ould  g e n e r a l l y  h a v e  n e c e s s i t a t e  
t h e  u s e  o f  d o u b le  n e g a t i v e s  w h ic h  may h a v e  c o n f u s e d  s u b j e c t s ^  l e a d in g  t o  
o t h e r  fo rm s  o f  b i a s  ( S t a n l e y  and  H o p k in s ,  1972) .  Many o f  th e  m ore 
s e r i o u s  i n d i c a t o r s  o f  d e p e n d e n c e  a p p e a r e d  t o g e t h e r  to w a rd s  th e  end  o f  
th e  q u e s t i o n n a i r e .  By s e p a r a t i n g  t h e s e  m ore i t  may b e  p o s s i b l e  t o g p t  
some i n d i c a t i o n  o f  t h e  b i a s  d u e  t o  r e s p o n s e  s e t .
O th e r  D a ta  C e r t a i n  q u e s t i o n s  n o t  f a rm in g  p a r t  o f  th e  d r i n k i n g  s c a l e  d id  
p r o v id e  d i f f i c u l t i e s .  I n  p a r t i c u l a r ,  a b o u t  a  q u a r t e r  o f  a l c o h o l i c s  w e re  
r e l u c t a n t  o r  u n a b le  t o  e s t i m a t e  th e  q u a n t i y  o f - a l d o h o l  co n su m e d . T hey  
f e l t  t h a t  a n y  q u a n t i t y  s t a t e d  w ou ld  b e  u n r e l i a b l e  b e c a u s e  th e  q u a n t i t y  
d ru n k  v a r i e d  s o  much and  t h e i r  memory o f  d r i n k i n g  e p i s o d e s  w as p a t c h y .
I t  w as e m p h a s iz e d  t h a t  o n ly  a v e i y  a p p r o x im a te  e s t i m a t e  w as e x p e c te d ,  
and  m o s t s u b j e c t s  w ere  a b l e  to  g u e s s  r o u g h ly  t h e i r  a v e r a g e  i n t a k e .  I t  
w as i n t e r e s t i n g  t i . a t  d e s p i t e  t h e s e  d i f f i c u l t i e s  a  v e r y  h ig h  p o s i t i v e  
c o r r e l a t i o n  b e tw e e n  am ount consum ed  i n  an  a v e r a g e  w eek  a n d  t o t a l  
q u e s t i o n n a i r e  s c o r e  w as o b t a i n e d .
A b o u t f i f t y  p e r  c e n t  o f  m a r r i e d  women o b j e c t e d  to  b e in g  a s k e d  a b o u t 
t h e i r  h u s b a n d ’ s  o c c u p a t io n .  I t  w ou ld  h a v e  b e e n  p r e f e r a b l e  e i t h e r  t o  a s k  
a b o u t  b o th  h u s b a n d ’ s  and  w i f e ’ s  o c c u p a t io n s  o r  t o  u s e  a  te r m  su ch  a s  
’’p r i n c i p a l  w age e a r n e r "  to  e l i c i t  t h e  r e q u i r e d  s o c i a l  c l a s s  i n f o r m a t i o n ,  
a s  t h i s  w ou ld  h a v e  c l a r i f i e d  th e  r e a s o n  f o r  s e e k i n g  t h i s  i n f o r m a t i o n .
T he Q-F c a t e g o r i z a t i o n  u s e d  d i s c r i m i n a t e d  w e l l  b e tw e e n  a l c o h o l i c s  
an d  c o n t r o l s ,  b u t  w as n o t  a b l e  t o  d i s c r i m i n a t e  e f f e c t i v e l y  am ong h e a v y  
d r i n k e r s .  I t  w ou ld  b e  u s e f u l  t o  i n v e s t i g a t e  th e  a d v a n ta g e s  o f  im p ro v in g  
th e  d i s c r i m i n a t i o n  a t  h ig h e r  l e v e l s  o f  a l c o h o l  i n t a k e .
The A lc a d d  t e s t ,  to o  p ro d u c e d  d i f f i c u l t i e s .  Many s u b j e c t s  
c o m p la in e d  a b o u t th e  a m b ig u i ty  o f  i t e m s  su c h  a s  " I t  i s  n e c e s s a r y  f o r  
some p e o p le  to  d r in k "  p o in t i n g  o u t  th e  v a r i o u s  p o s s i b l e  i n t e r p r e t a t i o n s
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o f  t h i s  q u e s t i o n .  S im i l a r  d i f f i c u l t i e s  w e re  e x p e r i e n c e d  w i th  many- 
o t h e r  i t e m s  i n c l u d i n g  t h e  f o l l o w i n g :  " I  d r i n k  to  r e l a x " ,  " I  d r in k  a t  
r e g u l a r  t im e s "  an d  "My f a m i ly  t h i n k s  I  d r i n k  t o o  m u ch " . Sych d i f f i c u l t i e  
c a n n o t  a lw a y s  h e  a v o id e d  i n  q u e s t i o n n a i r e s ,  and  i t e m s  a r e  fo u n d  to  
d i s c r i m i n a t e  d e s p i t e  t h e  s u b j e c t i v i t y  o f  i n t e r p r e t a t i o n .  H ow ever, i t  
i s  p o s s i b l e  t h a t  s u c h  a m b ig u i ty  may a f f e c t  th e  s u b j e c t ’ s  w i l l i n g n e s s  to  
t a k e  t h e  q u e s t i o n n a i r e  s e r i o u s l y .
S u b je c t s  R e fe r e n c e  t o  T a b le  3 i n d i c a t e s  t h a t  th e  g ro u p s  sam p led  a r e  
n o t  c o m p a ra b le  i n  te rm s  o f  s e x  an d  c l a s s ,  t h o u ^ ,  a p a r t  fro m  " a l c o h o l i c  
c o n t r o l s ,  th e y  a r e  i n  te rm s  o f  a g e .  The c o n t r o l  g ro u p  c o n t a i n s  a  h ig h e r  
p r o p o r t i o n  o f  women and o f  s o c i a l  c l a s s  1 s u b j e c t s  a n d  a  lo w e r  
p r o p o r t i o n  o f  s o c i a l  c l a s s  4 and  5 s u b j e c t s  th a n  t h e  a l c o h o l i c  g ro u p .
T he a l c o h o l i c s  sam pled  c a n n o t  b e  a ssu m ed  t o  b e  r e p r e s e n t a t i v e  o f  
a l c o h o l i c s  i n  g e n e r a l  a s  th e y  h a d  a l l  r e c o g n i s e d  t h e i r  d e p e n d e n c e  on 
a l c o h o l  t o  some e x t e n t ,  and  h a d  a l l  h a d ,  o r  w e re  h a v in g ,  t r e a t m e n t  f o r  
t h i s .  B e c a u se  o f  th e  s m a l l  s a m p le  s i z e s ,  th e  r e s u l t s  o b ta in e d  c a n n o t  
b e  a ssu m ed  t o  b e  a p p l i c a b l e  to  o t h e r  p o p u l a t i o n s .
I n a d e q u a c ie s  i n  th e  s t a n d a r d i z a t i o n  o f  a d m i n i s t r a t i o n  o f  th e  
q u e s t i o n n a i r e  may a l s o  h a v e  b i a s e d  th e  r e s u l t s .  I n  p a r t i c u l a r  t h e r e  
w as a  c e r t a i n  am ount o f  c o m p a r is o n  o f  r e s p o n s e s  and d i s c u s s i o n  o f  i te m s  
w h i le  q u e s t i o n n a i r e s  w e re  b e in g  c o m p le te d  i n  th e  s o c io l o g y  e v e n in g  c l a s s .  
The e x t e n t  and  d i r e c t i o n  o f  b i a s  in t r o d u c e d  b y  t h i s  i s  d i f f i c u l t  t o  a s s e s s  
When th e  w r i t e r  w as p r e s e n t  d u r in g  th e  c o m p le t io n  o f  q u e s t i o n n a i r e s  
i t  w as p o s s i b l e  t o  d e a l  w i th  a n y  q u e r i e s  a r i s i n g .  A lth o u g h  few  -rrroblems 
in  a n s w e r in g  w e re  e x p e r i e n c e d ,  i t  c a n n o t  b e  assu m ed  t h a t  t h o s e  c o m p le t in g  
t h e  q u e s t i o n n a i r e  i n d i v i d u a l l y  w e re  a lw a y s  c l e a r  a b o u t  w h a t w as r e q u i r e d  
o f  th e m . S u b j e c t i v e l y ,  th e  r e p l i e s  o b ta in e d  seem ed  t o  s u g g e s t  
u n d e r s ta n d in g  o f  th e  i n s t r u c t i o n s •
F u r t h e r  b i a s  may h a v e  b e e n  in t r o d u c e d  b y  a s k in g  f o r  v o l u n t e e r s  i n
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th e  c a s e  o f  A .A . g r o u p s ,  and b y  a l lo w in g  some q u e s t i o n n a i r e s  t o  be  
r e t u r n e d  b y  p o s t .
T h e o r e t i c a l  I m p l i c a t i o n s  A tte m p ts  t o  q u a n t i f y  a lc o h o lism ^ .(a rg u e  a g a i n s t  
th e  v ie w  t h a t  som eone e i t h e r  i s  o r  i s  n o t  an  a l c o h o l i c .  'R e s e a r c h  t a k i n g  
t h i s  v ie w , f o r  i n s t a n c e  t h a t  lo o k in g  a t  p h y s i o l o g i c a l  p r e d i s p o s i t i o n ,  
h a s  b e e n  i n c o n c l u s i v e  b e c a u s e  o f  th e  d i f f i c u l t y  o f  d e m o n s t r a t in g  w h e th e r  
t h e  d i f f e r e n c e s  fo u n d  b e tw e e n  a l c o h o l i c s  an d  n o n - a l c o h o l i c s  a r e  t h e  c a u s e  
o r  th e  c o n s e q u e n c e  o f  d r i n k i n g .  One f a c t o r  t h a t  h a s  em erged  f a i r ly  
c l e a r l y  i s  t h a t  p e o p le  i n  c e r t a i n  o c c u p a t io n s  a r e  m ore a t  r i s k  th a n  
o t h e r s  ( K e s s e l  and W a lto n , I 9 6 5 ,  c h . 6) .  T h o se  p a r t i c u l a r l y  a t  r i s k  a r e  
th o s e  i n  t h e  l i c e n s i n g  a n d  c a t e r i n g  t r a d e s  and t h o s e  w hose w ork  
n e c e s s i t a t e s  much e n t e r t a i n i n g .  T h is  a r g u e s  t h a t  a t  l e a s t  i n  some c a s e s  
h eav y  d r i n k i n g  o v e r  a  lo n g  p e r io d  w i l l  l e a d  t o  a l c o h o l i s m ,  t h e  a c t i o n  o f  
th e  a l c o h o l  i t s e l f  b e in g  c a u s a l .  A p r o g r e s s i o n  o f  s y m p to m a to lo g y  w ou ld  
b e  m ore i n  a c c o r d  w i th  t h i s  ty p e  o f  m odel th a n  w i th  t h o s e  p o s t u l a t i n g  an  
a l l  o r  none phenom enon . I t  w ou ld  a l s o  im p ly  t h e  p o s s i b i l i t y  o f  
q u a n t i f i c a t i o n .
The p r e s e n t  s tu d y  l e n d s  s u p p o r t  to  a  p r o g r e s s i v e  m o d e l o f  a l c o h o l i s m ,  
a l th o u g h  o n ly  i n  te rm s  o f  t h e  p a r t i c u l a r  c o n c e p ts  in c lu d e d  i n  th e  
q u e s t i o n n a i r e .  F a c t o r  a n a l y s i s  i s  o n ly  a b l e  t o  exam in e  t h e  r a n g e  o f  
c o n t e n t  in c lu d e d  and f u r t h e r  r e s e a r c h  i s  n e e d e d  t o  c l a r i f y  w h e th e r  th e  
q u e s t i o n n a i r e  d i s c r i m i n a t e s  e f f e c t i v e l y  b e tw e e n  i n d i v i d u a l s  and  t o  v /hat 
e x t e n t  d i f f e r e n t  d r i n k i n g  p a t t e r n s  a f f e c t  r e s p o n s e s .
As d i s c u s s e d  e a r l i e r ,  t h e r e  a r e  many r e a s o n s  why a  g e n e r a l l y  a c c e p te d  
d e f i n i t i o n  o f  a l c o h o l i s m  i n  s c i e n t i f i c  te rm s  seem s t o  b e  u n o b t a i n a b l e .
I n  th e  p r e s e n t  s t a t e  o f  k n o w led g e  t o  q u ib b l e  o v e r  p r e c i s e  d e f i n i t i o n s  
w ou ld  seem  t o  b e  u n j u s t i f i e d .  T h i s  i s  p a r t i c u l a r l y  t r u e  i n  t h e  a p p l i e d  
f i e l d ,  w h ere  th e  a c c e p ta n c e  o f  a  w o rk a b le  d e f i n i t i o n  w h ich  h a s  
i m p l i c a t i o n s  c o n c e r n in g  a c t i o n  t o  b e  t a k t n  , seem s t o  b e  m ore  i m p o r t a n t .  
F u r t h e r  u s e s  o f  th e  Q u e s t i o n n a i r e
The p resen t, Kt.nfîv .Qiixr.-'PQt.ori a i— - —
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c o n s t r u c t  a v a l i d  and r e l i a b l e  m e a s u re  o f  d r i n k i n g  b e h a v io u r .  T h is  
w o u ld  p ro v e  a g r e a t  a id  to  r e s e a r c h  w h e re  th e  la c k  o f  c o m p a r a b i l i t y  o f  
s t u d ie s  u s in g  d i f f e r e n t  d r i n k i n g  m e a s u re s  h a s  p ro v e d  a g re a t^  s tu m b l in g  
b lo c k  to  th e  a d v a n c e m e n t o f  k n o w le d g e  i n  t h i s  f i e l d .  I t  w o u ld  a ls o  
p r o v id e  a s ta n d a r d iz e d  m e a s u re  a g a in s t  w h ic h  h y p o th e s e s  c o u ld  be  t e s t e d .
I f  i t  p ro v e s  t o  b e  p o s s ib le  t o  m e a s u re  d e p e n d e n c e  f a i r l y  a c c u r a t e ly ,  
l o n g i t u d i n a l  s t u d ie s  c o u ld  p r o v id e  u s  w i t h  m uch u s e f u l  d a t a .  I t  w o u ld  
b e  u s e f u l  t o  knov/ w h a t c h a n g e s  i n  th e  i n t e n s i t y  o f  d e p e n d e n c e  to  e x p e c t 
o v e r  t im e ,  a n d  th e  i n d i v i d u a l  d i f f e r e n c e s  a f f e c t i n g  t h i s .  A ls o ,  i t  
w o u ld  b e  u s e f u l  t o  d e te rm in e  w h e th e r  t h e r e  a r e  p a r t i c u l a r  p o in t s  i n  th e  
d e v e lo p m e n t o f  a lo h o l is m  w h e re  p ro b le m s  a c c e le r a t e ,  w h e re  r e t u r n  t o  
n o rm a l d r i n k i n g  i s  l i k e l y  o r  w h e re  th e  r e - e s t a b l is h m e n t  o f  d e p e n d e n ce  i s  
p r o b a b le .
I n  c l i n i c a l  p r a c t i c e  s u c h  a  q u e s t io n n a i r e  w o u ld  h a ve  m any u s e s .  One 
o f  th e  m a jo r  d i f f i c u l t i e s  i n  i d e n t i f y i n g  a lc o h o l i c s  i s  th e  la c k  o f  
s ta n d a r d  c r i t e r i a  b y  w h ic h  th e  p r a c t i t i o n e r  can  d e c id e  w hen  t o  in t e r v e n e .  
The h i ^  i t e m - i t e m  and i t e m - t o t a l  c o r r e l a t i o n s  o b ta in e d  i n d i c a t e  th e  
a b i l i t y  o f  th e  d r i n k i n g  q u e s t io n n a i r e  t o  be  u s e d  i n  t h i s  w a y , a s  th e  
e n d o rs e m e n t o f  c e r t a i n  i te m s  w o u ld  s u g g e s t  t o  th e  c l i n i c i a n  th e  l i k e l i h o o d  
t h a t  o t h e r  sym ptom s h a v e  b e e n  e x p e r ie n c e d ,  even  w hen th e y  h a v e  n o t  b e e n  
a d m it t e d .  I f  i t  c o u ld  be  p o in t e d  o u t  to  a p a t i e n t  t h a t  he  i s  e x p e r ie n c in g  
th e  s ig n s  o f  d e v e lo p in g  a lc o h o l is m  i n  th e  e x p e c te d  o r d e r  a n d  p a t t e r n ,  he  
may be  le s s  l i k e l y  t o  p re te n d  t h a t  h i s  sym ptom s a re  d u e  t o  s o m e th in g  e ls e .  
I t  w o u ld  a ls o  e n a b le  th e  p r a c t i t i o n e r  t o  be  m ore  c o n f id e n t  a b o u t  h is  
d ia g n o s is ,  f o r  a s  p o in te d  o u t  e a r l i e r  l a b e l l i n g  someone a s  a l c o h o l i c  h a s  
w id e  r e p e r c u s s io n s .  H o p e f u l l y  t h i s  w o u ld  le a d  t o  e a r l i e r  d ia g n o s is  and 
p e rh a p s  b e t t e r  p r o g n o s is .
I n  a d d i t i o n ,  th e  p ro c e s s  o f  f i l l i n g  o u t  such  a q u e s t io n n a i r e  may i n  
i t s e l f  p ro v e  t h e r a p e u t i c ,  a nd  p r o v id e  a u s e f u l  s t a : ^ n g  p o in t  f o r  d is c u s s io n .
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The p a t i e n t  nay be  s u r p r is e d  to  f i n d  o u t  hew m any i te m s  he  h a s  e x p e r ie n c e d  
and  t h e r e f o r e  b e  m ore  p re p a re d  t o  lo o k  a t  h i s  p ro b le m s  r e a l i s t i c a l l y .
B o th  i n  g e n e r a l  p r a c t i c e  and  h o s p i t a l  c o n s u l t a t io n s  s u c h  a  s c r e e n in g  
t o o l  c o u ld  p ro v e  in v a lu a b le  i n  s a v in g  s t a f f  t im e  b y  r a p i d l y  p r o v id in g  
i n f o r m a t io n  b o th  on th o s e  s e e k in g  h e lp  w i t h  d r i n k i n g ,  and on th o s e  
s e e k in g  h e lp  i n  o t h e r  a re a s  b u t  who a re  th o u g h t  t o  h a v e  d r i n k i n g  p ro b le m s . 
W ith  p s y c h i a t r i c  p a t i e n t s ,  f o r  i n s t a n c e ,  d r i n k  may p r e c i p i t a t e  o r  be  
s e c o n d a ry  t o  m any o t h e r  p ro b le m s .  I n  e i t h e r  c a s e  a lc o h o l  may be  a 
f a c t o r  p r e v e n t in g  r e c o v e r y ,  and  i t  w o u ld  b e  w is e  t o  s c re e n  f o r  t h i s  i f  
d r i n k i n g  p ro b le m s  a re  s u s p e c te d .
S e v e r a l  a tte m p ts  a re  b e in g  made t o  e s t a b l i s h  c o n t r o l l e d  d r i n k in g  
r a t h e r  th a n  t o t a l  a b s t in e n c e  a s  th e  g o a l o f  t r e a tm e n t  i n  a lc o h o l is m  
( e . g .  O r f o r d ,  1973)• I t  w o u ld  seem t o  b e  im p o r t a n t  t h e r e f o r e  t o  m o n i t o r  
an  i n d i v i d u a l ' s  p ro g r e s s  i n  te rm s  o f  th e  s id e  e f f e c t s  o f  a lc o h o l ,  so  t h a t  
s ig n s  i n d i c a t i n g  t h a t  d r i n k i n g  i s  b e c o m in g  u n c o n t r o l le d  ca n  b e  q u i c k l y  
p o in te d  o u t  and s te p s  t-^ke n  to  re m e d y  th e  s i t u a t i o n .  S i m i l a r l y  by- 
a d m in is t e r in g  th e  que t i o n n a i r e  a t  v a r io u s  s ta g e s  o f  t r e a tm e n t  and  
f o l lo w - u p  i t  may b e  p o s s ib le  t o  a s s e s s  p ro g r e s s  and p r e d i c t  d a n g e r  
p o in t s  a t  w h ic h  r e la p s e  i s  m o s t l i k e l y  to  o c c u r .
B y i d e n t i f y i n g  d i f f e r e n t  d e g re e s  o f  a lc o h o l is m ,  i t  m ig h t  be  p o s s ib le  
to  d e te rm in e  b o th  th e  ty p e s  o f  t r e a " tm e n t m o s t e f f e c t i v e  a t  d i f f e r e n t  
s ta g e s  a s  w e l l  as th e  p a r t i c u l a r  s ta g e  a t  w h ic h  h e lp  w o u ld  be  m o s t 
b e n e f i c i a l .
A f u r t h e r  u se  w o u ld  b e  a s  a s c r e e n in g  t o o l  i n  p o p u la t io n  s u rv e y s  
o r  s u rv e y s  o f  i n s t i t u t i o n s ,  a s  a m eans o f  e s t im a t in g  t r e a tm e n t  n e e d s .
The d r i n k i n g  q u e s t io n n a i r e  u s e d  w as i n  f a c t  o r i g i n a l l y  d e v is e d  f o r  t h i s  
p u rp o s e , a s  a m eans o f  i d e n t i f y i n g  p r is o n e r s  w hose  d r i n k i n g  w as th e  
m a jo r  c a u s e  o f  t h e i r  im p r is o n m e n t so t h a t  h e lp  c o u ld  be  o f f e r e d  t o  th e m .
I t  may be  t h a t  ig n o r a n c e  a b o u t  th e  s ig n s  o f  d e v e lo p in g  a lc o h o l is m
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i s  one o f  th e  re a o n s  w hy d ia g n o s is  i s  u s u a l l y  made a t  a l a t e  s ta g e  o f  
p a th o lo g y .  I f  t h i s  w e re  show n  t o  b e  th e  c a s e  s u c h  a n  in s t r u m e n t  a s  th e  
a b o ve  c o u ld  a c t  b o th  a s  a  m eans o f  e d u c a t io n  a s  w e l l  a s  a s t im u lu s  f o r
I
s e e k in g  h e lp .  L a rg e  p o p u la t io n s  c o u ld  be  c i r c u l a t e d  w i t h  ‘th e  
q u e s t io n n a i r e  a nd  show n how t o  s c o re  i t .  T ho se  o b t a in in g  o v e r  a c e r t a i n  
s c o re  c o u ld  b e  in fo r m e d  o f  w h e re  t o  r e c e iv e  a d v ic e  and  h e lp .  A l c o h o l ic s  
c o u ld ,  t h e r e f o r e ,  o b t a in  a n  o b je c t i v e  m e a su re  o f  th e  s e r io u s n e s s  o f  t h e i r  
d r i i  k in g  w i t h o u t  h a v in g  t o  a d m it  th e  p ro b le m  t o  a n yo n e  e ls e .  A l th o u g h  
some may o b je c t  t h a t  n o rm s  on th e  q u e s t io n n a i r e  w o u ld  b e  a f f e c t e d ,  th e  
a d v a n ta g e s  o f  m a k in g  p e o p le  m o re  a w a re  o f  th e  c o n s e q u e n c e s  o f  a lc o h o l  
a b u se  may p ro v e  to  o u tw e ig h  t h i s  c o n s id e r a t io n .  H o w e ve r s u c h  s p e c u la t io n  
b e g s  m any q u e s t io n s  a b o u t  th e  k n o w le d g e  th e  c o m m u n ity  h a s  a b o u t a lc o h o l is m ,  
a s  w e l l  a s  th e  f e a s i b i l i t y  o f  o r g a n iz in g  a p u b l i c  h e a l t h  p rogram m e on 
th e s e  l i n e s .
F u r t h e r  R e s e a rc h  I m p l i c a t io n s
The  r e s u l t s  o b ta in e d  on th e  q u e s t io n n a i r e  a p p e a r  t o  s u g g e s t  t h a t  
f u r t h e r  i n v e s t i g a t i o n  o f  i t s  u s e fu ln e s s  i s  w a r r a n te d .  I n  p a r t i c u l a r ,  
much 1 r g e r  s a m p le s  a re  n e e d e d  t o  p r o v id e  n o rm s  a nd  c u t - o f f  s c o re s  f o r  
d i f f e r e n t  g ro u p s .  A ls o ,  m o re  in f o r m a t io n  s h o u ld  b e  o b ta in e d  on th e  
i n f lu e n c e  o f  f a c t o r s  s u c h  a s  a g e , s e x ,  c la s s ,  r e l i g i o n  a nd  a l t u r a l  
b a c k g ro u n d .
T e s t - r e t e s t  r e l i a b i l i t y  n e e d s  t o  be  a s s e s s e d  a s  w e l l  a s  t h e  u s e  o f  
v a r io u s  te c h n iq u e s  f o r  r e d u c in g  e r r o r s  i n  i n t e r p r e t a t i o n  due t o  " f a k i n g  
g o o d " .  T h o se  d is c u s s e d  in c lu d e d  th e  u s e  o f  a d r i n k - r e l a t e d  l i e  s c a le  
o r  " in n o c u o u s "  i te m s  t o  w h ic h  m o s t p e o p le  w o u ld  be  e x p e c te d  t o  re s p o n d  
p o s i t i v e l y .  R e s e a rc h  lo o k in g  a t  th e  re a o n s  why a l c o h o l i c s  c o n c e a l 
t h e i r  d r i n k i n g  p ro b le m  as  w e l l  as th e  w ays i n  w h ic h  th e y  d o  t h i s  i s  
u r g e n t l y  n e e d e d . I t  may b e ,  f o r  in s tc L n c e , t h a t  p h y s ic a l  sym ptom s w i l l  
be  d e n ie d  le s s  o f t e n  th a n  s o c ia l  c o n s e q u e n c e s . M uch w o rk  i n  t h i s  a re a  
c o u ld  f r u i t f u l l y  be  d o n e  w i t h  p a t i e n t s  w hose m a jo r  p ro b le m  i s  d r i n k i n g
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b u t  who come i n t o  h o s p i t a l  f o r  o t h e r  r e a s o n s ,  and v/ho d e n y  t h e i r  
i n a b i l i t y  t o  c o n t r o l  t h e i r  d r i n k i n g .  I t  w ou ld  b e  u s e f u l ,  t o o ,  t o  
lo o k  a t  t h e  e f f e c t  o f  v a r y i n g  t h e  r e a s o n s  f o r  g iv in g  th e  t e s t .  F o r  
i n s t a n c e ,  s u b j e c t s  may b e  m ore  p r e p a r e d  t o  a d m it  t o  d r i n k i n g  p ro b le m s  
v/heii p a r t i c i p a t i n g  i n  r e s e a r c h  th a n  w hen a p p ly in g  f o r  a  jo b  w here  s u c h  
a  q u e s t i o n n a i r e  i s  in c lu d e d  a s  p a r t  o f  t h e  m e d ic a l  h i s t o r y .
No e v id e n c e  was p r o v id e d  i n  t h i s  s tu d y  t o  show t h a t  th e  q u e s t i o n n a i r e  
d i s c r i m i n a t e s  b e tw e e n  a l c o h o l i c s  and  o t h e r  c l i n i c a l  g r o u p s ,  an d  t h i s  
n e e d s  t o  b e  e s t a b l i s h e d .
F i n a l l y  i t  w ould b e  i n t e r e s t i n g  t o  i n v e s t i g a t e  th e  r e a s o n s  v/hy 
A .A . m em bers r e p o r t  m ore sym ptom s th a n  h o s p i t a l i z e d  a l c o h o l i c s  on 
d r in k i n g  q u e s t i o n n a i r e s ,  an d  t h e  i m p l i c a t i o n s  o f  t h i s .
Avpendix 1
The Department o f  Psvcholo®:y, 
West Park H o sp ita l,
This i s  to  ask  fo r  your h e lp  in  a research  p ro jec t to  develop  a 
measure o f  drinking behaviour.
I t  i s  im portant when d evelop in g  such a q u estion n a ire  to  g e t a 
re p r e se n ta tiv e  sample of p eo p le , co v er in r  a wide v a r ie ty  o f drinking  
p a tte r n s , to  com plete i t ,  n ot on ly  th o se  w ith  drinking problem s.
I f  a t  g,r.y t ime y ou fe e l  th a t you would  r a t her  not f i l l  in  th e  
q u estio n n a ire , sim ply hand i t  back to  th e  person who e -v e  i t  to  you , 
or d estroy  i t .  Do not le a v e  i t  around or pass i t  on to  anyone e l s e .
As the q u estion n a ire  i s  s t i l l  b e in g  d eve lop ed , some q u estion s may
be badly worded, but p lease  answer each q u estio n  as b e s t  you can.
Your r e p lie s  w i l l  be treated  in  s t r i c t  co n fid e n c e , end in  ordei* to  
ensure t h i s ,  you are asked n o t to  put your name on the paper. Furtherm ore, 
no a c t io n  w i l l  be taken on th e br.sis o f your r e p l ie s  u n le ss  you s p e c i f i c a l ly  
request t h i s .
You w i l l  be asked some q u estio n s  about y o u r s e lf  th a t  do not form 
p T t  o f  the q u estion n a ire  as such. These are sim ply to  enable ur to
find  out how such fa c to r s  as age and se x  a f f e c t  d rin k in g  behaviour.
S p e c if ic  in s tr u c t io n s  on how to  com plete th e  q u estion n a ire  appear 
o v e r le a f . I t  i s  important th a t y ou an«»vrer ev erv Q uestion.
Before turning over , p le a se  answer the q u estio n s belcw .
Thank you .
Have you ever  h-d treatm ent fo r  a lcoh o lism ?  ( c i r c l e  answer)
No/H ospital /A lc o h o lic s  Anonymous/other ( s p e c ify )  ............ ..
Are you a member o f  A lco h o lic s  Anonymous? Yes No.
T'/hat type o f  work do you do? ( i f  you are a married woman, your husband's work
should  be s t a t e d ) .
( i )  T it le  o f  Job: ______________
(ii)How many people ( i f  any) do you /d oes he su p erv ise?
(iii)H L e a se  d escr ib e  as c a r e fu l ly  a s  p o s s ib le  what th e  job in v o lv e s :
Date o f  b irth   __________________________ Sex: M/F Researcn No,
The fo llo w in g  questionna ir e  asks about drinking behaviour. Some q u estio n s are in  
the p resen t te n se  : I f  you are a member o f  A lr .oholics Anonyirous. o r , i f  vou are c w r e n t ly  
unde"'oing treatm en t fo r  a lco h o lism , p le a se  answer th e se  q u estio n s as th ey  wduld have 
a p p lied  t o  yo-i before seeln.ng h e lo  with drinkin«". • ,
P lea se  answer every  q u estion  as t r u t h f u l ly  as you can (your name w i l l  h o t  appear 
on th e  q u e s t io n n a ir e ) . There are no r ig h t  cr  wrong answers and no t r ic k  q u estio n s .
I f  you have any d i f f i c u l t y  in  answ ering, p le a se  ask  about t h i s  b efore  your paper i s  
c o l le c t e d ,
. C ir c le  th e  answer th a t  a p p lie s  to  you.
i g•H 0)
Ï s g o*
6â 8
1. Do y o u :- l ik e  to  drink alcohol every daj/? 1 2 3 4
2, drink because oO lo n e lin e ss? 1 2 3 4
3. drink to  escape from your troubles? 1 2 3 4
4 . drink to  forget? 1 2 3 4
5. drink to  put you a t easô with people? 1 2 3 4
6. drink whenever you have a chance? 1 2 3 4
7. th ink  th at drink has changed you? • 1 2 3 4
8. drink alone? 1 2 3 4
9. l ik e  to  be 1 or 2 drinks ahead without 
others knowing i t ?
1 2 3 4
10. find  th at once you s ta r t  drinking you 
ca n 't  stop?
1 2 *3 4
11. Have you e v e r :-  decided to  H ve up drink a ltogeth er  
(even i f  you la te r  changed your mind)?
1 2 3 4
12. feared th at you were becoming dependent 
on alcohol?
1 3 4
13. been advised to  cut down on your drinking? 1 • 2 3 4
14. been unable to  remember a l l  th a t happened 
when drinking? 1 2 3 4
15. needed a drink to  face certa in  s itu a tio n s  
or problems? 2 3 4
16. spent more than yo', ought to  on drink? 1 2 3 4
17. got drunk in  the daytime? 1 2 3 4
18. concealed the amount you were drinking - 
from sci-eoiie clobc to  you? 1 2 3 4
19. needed a drink in the moining? 1 2 3 4
20. been la t e  for work because o f drink? 2 3 4
21, f e l t  n shamed of your drinking? 1 2 3 4
22. bean to ld  that you drink too much? 1 2 3 4.
23. f e l t  unable to  control the amount you were 
drinking? 1 2 3 4
24.
25.
26.
27.
28.
29.'
30.
31.
32.
33.
34.
35.
36.
37.
Have you e v e r : -  ,
woken up w ith  your hands very  shaky a f t e r  
heavy d rin k in g?
had a b lack ou t ( l o s t  your memory w ithout 
lo s in g  c o n sc io u sn e ss)  a f t e r  drinking?
been drunk f o r  s e v e r a l  days running?
been v io le n t  a f t e r  drinking?
f e l t  fr ig h ten ed  w h ils t  drunk?
been a r r e ste d  fo r  drunkeness?
seen  th in g s  wnich you r - a l i s e d  la t e r  
were im agined?
heard th in g s  which you r e a l is e d  la t e r  
were imagined?
Is  drink  a problem f o r  you?
Do circum stances fo r c e  you t o  drink  more than you ought?
Does i t  bother you i f  th ere  i s  no drink a v a ila b le ?
How o fte n  during th e  p a st  yea r  d id  you have one or more 
drinks? ( c ir c le  answ er).
d a i ly ,  3 -6  tim es a week, once o r  tiTice a w eek,
once or tw ice  a month, once or tw ice  a y e a r , n ev er .
.How much a lco h o l do yon o r d in a r ily  consume a t  a s i t t i n g ;  th a t  i s  from th e  
tim e you s ta r t  d rin k in g  to  the tim e you f in is h ?  ( i f  you d rink  continuou: 
say how rai’.ch you drink  in  an average d a y ).
2
2
2
2
«
C
8
Cider
Beer
Wine
S p ir its
p in ts
.p in ts
g la sse s
j; in g le s
b o t t l e s
b o t t l e s
In an average week how much o f  the fo llo w in g  do yqu drink?
C ider______ ___ _____________ p in ts  ..
Beer'_______ _________________ p in ts
Hixie________ _________________ g la s s e s    b o t t l e s
__________________ b o t t l e sS p ir its _s in g le s
\ 38. On how many days a week do you u su a lly  drink? days,
Ple a s e  check th a t  yon have f.nswered every  q u e stio n
— 69“
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